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PREFACE. 



In the writing of this Compend the object sought has been to 
place before the student the most important matter in the subject 
of Obstetrics in as condensed a manner as possible. Much has 
be^n omitted in the way of theories and obscure or disputed 
points, which are appropriate only in an extended textbook. 

Brief manuals have a position of unquestionable value to the 
student and practitioner, provided the text is clear, accurate, and 
well proportioned to the importance of the many subjects neces- 
sary to a practical comprehension of the whole. These requisites 
have been borne in mind in the preparation of the present volume. 

In its compilation the following works have been consulted, as 

well as notes taken at the lectures of Dr. James W. McLane of 

the College of Physicians and Surgeons, New York City : Char- 

pentier's Q/clopsedia of Obstetrics and Gynecology^ Hirst's System 

of Obstetrics^ Play fair, Winckel, Lusk, and King. 

The illustrations are taken from Playfair and King. 

CHAS. W. HAYT, M. D. 

571 Lexington Ave., ^ 
New York City. / 
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CHAPTER I. 

FEMALE ORGANS OF GENERATION. 

Name and describe the external organs of generation. 

They are organs essentially intended for copulation, and consist of — 

1. The M(yns Veneris^ which is a firm cushion-like eminence above the 
pubes, composed of skin, fat, connective tissue, blood-vessels, and nerves. 
It has many sebaceous and sweat-glands upon it, and is covered with 
hair. Its use is as a cushion for the male during copulation and to pre- 
vent injury from blows. There is no mons until puberty (Fig. 1,/). 

2. Tne Labia Mapora are the external or great lips. Tney are two 
folds of skin extending from the median line of the mons veneris ante- 
riorly, to terminate posteriorly in what is called the fourchette, which is 
situated at the anterior portion of the perineum, and is nearly always 
torn at the first labor. They are made up of adipose tissue, blood-ves- 
sels, and nerves, and have both a cutaneous and mucous covering. 
Deeply within them are situated the vulvo-vaginal glands. In the vir- 
gin the labia majora are in apposition, but after childbirth they become 
more or less separated (Fig. 1, a). 

3. The Labia, Minora^ or Nymphse, are the internal or lesser lips. 
They are two moist folds of mucous membrane seen in separating the 
labia majora. They arise by two roots. The superior pair are thick and 
fleshy, and together form the hood or prepuce of the clitoris. The in- 
ferior pair are thin, and form the frenum of the clitoris. In very young 
children the nymphae project beyond the vulva (Fig. 1,6). 

4. The Clitoris is a reddish tubercle situated about half an inch be- 
hind the anterior commissure of the labia majora. It is made up of the 
glans clitoridis and the two corpora cavernosa, which are separated from 
each other by a fibrous septum. The nerve-supply is large, and on this 
account it is suj)j>08ed to be the chief seat oi voluptuousness in the 
female (Fig. Ij ")• , 

5. The Vestibule is a triangular surface bounded by the nymphae on 
either side and the clitoris above (Fig. 1, c). 

2— Obs. VI 
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6. The Meatus Urinarlia ia the external oriGitc of the urethra, nnd is 
siCuitted at the base of the vestibule. Iniiuediately below it is a small 
tubercle which tcmiiniitea the superior wall uf the vagina. This arrange- 
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7. The Hymen is situated at the orifice of the vagina, and is furmed 
from vaginal mucous membrane. It contains a vanable-siied opening 
through which passes the menstrual fluid. Allcr the first labor three or 
four emineneea are left which are called "carunculse myrtilbrmes." 

8- The Vagina is a mnBculo-membranouB caual lying wholly within 
the tnie pelvis, and eztendine from the vulvar orifice to the uterus. It 
is in relation anteriorly with tne bladder and posteriorly with the rectum. 
Its length varies, the anterior wall averaging from 2i to 3 inches, the 
posterior from 3 to 3i inches. It is made up of three laycnt — an exter- 
nal or cellular, middle or muscular, and internal or mucous coat. This 
latter is thrown into numerous folds or rugse, which become greatly atro- 
phied in multiparte and the a^ed, but never entirely; disappear. In the 
virgin thci anterior and posterior walls are in apposition. 

What constitute the internal organs of generation? Describe 
each. 

1. The Ulerm, or Wiiiii/i. is sitnated in the true pelvis, above the 
vagina and between the bladder in front and the rectum behind. It is 
the organ in which the fecundated ovule is devdoped, and which espels 
the fcetus when the term oi' pregnancy arrives. The adult nulliparous 
uterus is about 3 inches long, 2 mohes broad at the fundus, and 1 inch 
thick. Its weieht is from 7-12 drachms. It is divided into three re- 
gions : the fundus, being that part above the Fallopian lubes ; (he body, 
between the tubes and the oa internum ; the cervis or neck, extendmg 
from the OS internum to the OS externum. It presents two surfaces and 
two borders, and is made up of three couls : Srst, an exteniid or perito- 
neal ; second, the middle or muscular layer, which consists of unstriped 
muscular fibre ; and third, an internal lining of mucous membrane [also 
called muBculus ^nulosus), which tcmiinntes below at, the intern^ os. 
It is held in position by the vagina below, two vesico-uterine ligflments 
anteriorly, two recto-uterine ligaments posteriorly, two broad ligaments 
lat«rally, and two round ligaments passing from the superior angle of 
the ut«ni8 to the labia majora. 

2. The Fallopian Ihibts, or Ovidvcte, are two trumget^sbaped tubes 
from 4 to 5 inches in length, passing frvm the superior angles of the 
uterus to the ovaries. Through these ducts the semen is brought in con- 
tact with the ovule and the ovule is carried into the cavity of flie uterus. 
They also are composed of three coots — ^an external eerouH, middle mus- 
cular, and internal rauuous. 

3. The (hariet, the genn-producing organs of the female, are two 
small ovoid Imdies situated on either side ol' the uterus in the poste- 
rior fold of the broad ligament and at' the end of the Fallopian tubes. 
Their wize nml wcii'lit vnry with ni?p. hut in peneral the dimensions are 
Hxixi iii'li lid'l Hh y wcii^li iiliimt 'M< iTiiitiH. Tlie ovary consists of 
aapaiii.-v, ^l■.llli^ll im.i-.- . .illr^l lli,' <ii'iiii;i ,ir lufdullary portion. This is 
made ii|i .i|' innii'Tiivi' [i"iir. hiil^iiiIih- liKirs, and vessels. Externally, 
'" 'iB thicker, more i'ai(j|i!n-i. of :i w!iiii.-,!i toiur, and is colled the "tMMH». 
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albuginea.** This is covered by an epithelial layer derived from the 
peritoneum. 

THE PELVIS. 

What is the pelvis, and how is it made up? 

The Peltns is a bony basin situated at the lower part of the trunk. It 
rests below upon the femurs, supports the vertebnu column, and forms a 
canal through which the child passes to be delivered from the uterus of 
the mother. It is formed of four bones — ^the sacrum, coccyx, and two 
innominate bones. 

Name the ligaments connected with the pelvis. 

Two anterior sacro-iliac ligaments connecting the anterior surfaces of 
the sacrum and ilia; two posterior sacro-iliac ligaments between the 
sacrum and ilia posteriorly; two great sacro-sciatic ligaments passing 
from the sacrum and iliuni to the ischium ; two lesser sacro-sciatic liga- 
ments passing from the ischium to the sacrum and coccyx ; anterior, 
posterior, and lateral sacro-coccygeal ligaments between the sacrum and 
coccyx ; anterior, posterior, and, superior pubic and subpubic ligaments 
between the two pubic bones. 

State what is understood by the true pelvis. 

The true pelvis is that part- of the pelvic cavity situated below the 
ilio-pectineal lines. This is in contradistmction to the false pelvis, which 
is the broad expanded portion above these lines, and is of practically no 
importance from an obstetrical point of view. The upper opening of the 
true pelvis is called the superior strait, inlet, or brim, and is heart- 
shaped ; the lower opening is called the outlet or inferior strait, is some- 
what oval, and is bounded by the tuberosities of the ischia, the coccyx, 
and rami of the pubes. 

What are the diameters of the pelvis ? 

They are measurements taken between various points directly opposite 
each other, and are three in number : 1st, the antero-posterior or con- 
Jugate ; 2d, the oblique ; 3d, the transverse. The coiyugate at the brim 
IS 4 inches, and is taken from the centre of the promontory of the sacrum 
to the posterior surface of the sj^mphysis. At the outlet this diameter 
is 5 incnes. The measurement here is taken from the tip of the coccyx 
to the lower border of the S5miphysis (Fig. 2, 1). 

The obliciue is 4i inches both at the brim and at the outlet. At the 
brim this measurement is taken from the sacro-iliac synchondrosis of one 
side to the ilio-pectineal eminence of the other ; at the outlet, from the 
centre of the <rreat sacro-sciatic ligament to the point of junction of the 
ascending ramiis of the ischium with the descending of the pubis (Fig. 

The transverse is 5 inches at the inlet, and is the measurement from a 
point midway between the sacro-iliac joint and the ilio-pectineal eminence 
to a corresponding point on the opposite side (Fig. 2, 2), At the outlet 
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liiis (]iiiiiieter m 4 incheB, and is the diatanee between the tuberosities oi 
Fro. 2. 




!. Oblique. 

the iaibia. (There are n lew otber iiiv.nsureinenta Binuetiriips given, but 
thej' are of liltle imi>urtaJiee, diid thefelbre Ate omitted, ) 
Row many true planes are there in the pelvis 7 Name them and 
give tneii durectlon. 

There are four— two anterior und two posterior " I'lidined" p\a.a(iB. 
The anterior have h direction from above downward, Jrom behind for- 
ward, and from without inward ; the poeterior from nbove downward. 
from before backward, and from ivltbimt iuwurd. 
What are the differences between the male and female pelvis? 

The real difTcrciic-UH am fuiLnJ in (he true i^lvis, and arc deturuiined 
by ihe presence of the uterus. 
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7, but capacious, 
n structure, and the points 
' muscular attachiuenla are 
much less developed. 
Subpubic angle 75°. 
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Light i 
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Bones stronger, heavier, rougher, 
and more compact. 

Pelvis more conical. Saorum less 
concave. Ischial tuberosities 
closer together. Subpubic angle 



What alterations take place In the pelvis during pregnancy ? 

The can.ilaL'i's Ijccunife soflciicil and i^wolleti and the ligameiit;^ relaxed. 
This makes tliu pelvis more spacious. 
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Fig. 3. 



Describe the inainmAtT Ela.ndB or breasts. 

Tho M'lmmiT, or breasls, ure twu KliniJuli'i' orgaDs connectod with the 
generative apparatus, whieb tteeretc tlie fluid destined to nouriab the 
cliild. Tiiey 3J% situated on the anterior and superior part of the ohest, 
in front of the pectomlis ni^or and be- 
tween tho third and seventh rilw. They 
are conical or hemispherical in shape in 
the nulliparous woman, but vary greatly 
both in size and tbrni in women who 
have nursed. Anomalies in piisition are 
sometimes observed. 

The external Burface has three Eonea; 
(I) A while peripheral zone, smooth 
and soft, reaching ftom the periphery 
to the areola. (2) An areolar zone ex- 
tending to the nipple. This is of a pink 
or rosy hue in blonds; in brunettes 
nearly brown. During pregnancy this 
zone becomes dark and pigmented. (3) 
The nipple, or "(eat," a large papilla 
s tualfid at the summit of the gland. 

The mammse are made up oi ^land- 
t saue and litt. Each gland contaras fif- 
teen or twenty lobes separated by fibrous 
septa and by adi_pose tissue. iTie lolwa 
are subdivided into lobules, which are 
produced by the aggregation of acini, 
in which the milk is formed. As the 
duels of the lobes approach the nipple 
they become widely diluted, so as to 
form small reservoirs in which milk is 
stored. But as thej pass throuph (he nipple they again contract. Tlie 
breast reeeivcH a large numlacr of both superficial and deep vessels and 
nerval and ita a> mpathi.li<, rcht ions with the uterus are very strongly 
marked, as is shown after delnery by ihe fact that the nursing of the 
child produces n.flex contraLtions of the uterus and a 
after-pains. 
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CHAPTER II. 



■THE QRAAFIAN FOLIJGIiES. 
What are tlie Oraafian foIlicleB? 

They are small npherical vesicles situated in the stroma of the ovary. 
At the age of ahout twenty there are some 350,000 to each ovary. From 
this time on they steadily decrease in number. They are formed of two 
membranes — the exiernal, very vascular and made up of connective tis- 
sue called the "tunica fibrosa;" the interna), composed of connective 

Fio. 4. 
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tissue called the " tunica propria." The inner surface of the latter is 
'lined with a layer of Rmall round nucleated cells, the "membrana granu- 
losa." ThcHe cells become denser atone point, and form the "discus" 
or "cumulus proliKcrus," The cavity of the follicle is filled with a clear, , 
viscid liquid, the " liquor foUiculi." 
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Describe the contents of the Graafian follicle. 

The Graafian follicle contains, besides the liquor follieuli, a small body 
about T^y of an inch in diameter, the "ovule/* This is surrounded by 
the cells ibrming the discus proligorus. and hs enveloi)e is a thick, elas- 
tic, transparent membrane, which has been termed the vitelline mem- 
brane or zona pellucida. The cavity of the ovule is filled with a granular 
liquid, the '* vitellus," or yelk, in which is found the vesicle of Purkii\je, 
or genninal vesicle, containing the germinal spot. From without inward 
we thus find — (1) the tunica fibrosa; (2) the tunica propria; (3) the 
membrana granulosa ; (4) the discus proligerus; (5) the ucjuor follieuli 
(these compose the Graafian foUide) ; (6) the zona Dellucida; (7) the 
yelk ; (8) the germinal vesicle ; (9) the germinal spot^ the ovule (Fig. 4). 

OVULATION AND MENSTRUATION. 

What is puberty? 

Pkiberty is the period of transformation from childhood to youth, and 
is the time when fecundation is rendered possible. This period varies 
considerably in. different climates and individuals, but averages twelve 
years in females and fourteen in males. 

Describe briefly the changes occnrring in the female when pu- 
berty is reached. 

The pubis becomes covered with hair, the pelvis wider, the thighs 
broader, and the breasts larger. The character also changes materially. 
This transformation is indicated by the appearance of two functions car- 
ried on by the female generative organs — namely, ovulation and men- 
struation. 

What is nubility? 

Nubility is the age when fecundation is rendered possible, and the 
consequence borne normally without damage. It is generally considered 
the period of puberty, but this is erroneous, since, though puberty must 
precede it, a girl may bo pubescent without being nubile. 

What is the menopause ? 

The Menopausr^ or cJinnge ofl(fe, is the time when menstruation ceases. 
Like puberty, the monopauso otvura at a verj' variable period of life, the 
avenvKC bein^ at the forty-third or forty-fourth voar, though cases have 
been known m which menstruation lasted until the si.xty-fiuh year. The 
menopause has boon known to occur as early as twentv-eight. It does 
not talce place suddenly, but begins by irregularities in tlie now in regard 
to duration, quality, ana quantity, and at last the flow ceases altogetner. 
At the same time some gcncnil ailments ap^x'ar and the genital organs 
become atrophied. 

What is understood by thi'lterm " ovulation " ? 

By Ovulation we moan the phenomena atvonipanying the formation 
'^ the ova in the ovary, the rupture of the Unmtian ibllicle, and the dis- 
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charge of (lie ovum from tiie vemicle. This laat is follnwiid by the mi- 
ijration of the ovum thmiigh the tube, the (iiefilriKutioii of the Graafian 
follicle, and llie prodnetion uf the corpus luteum. 

What does the term " menstnmtiaiL " mean? 

MeoMtruation is the periodical discharge of bloud mid uiucus from ihe 
female organe of generation, generally ocourring every lunar month, ex- 
CM>tiiu: ourin^ prefoiancy and lactation, when il is usually suppressed. 
This mnction is established at puberty and ceases at the nienopause. 

The menstrual blood is acid in reaction, has a slight odor, is prevented 
from coagidating by the mueus contained in it, and vanes greatly in 
amount in ditferent individuals. The source of the blood is the mucous 
membrane lining the uterus. The purpose of the menBtrual (low is sim- 
ply to prepare a germ-bed for the reception of (be impregnated ovum. 

What is the relatioii between ovulation and menstruation 7 

The flow probably begins with the nipture of the Graatiiin follicle, and 
continues a variable number of days, ordinarily about four. Undoubt- 
edly, ovulation may take place without its outward manifestation (raen- 
BtruatioD], as many cases are recorded where impregnation has occurred 
during lactation and before menstruation had been re-established. How- 
ever, they usually go together. 
What is the corpus luteum ? 

The Cm-piis hiiteiim is a small yellowish mass left in the ovary after 
the rupture of one of the GrauQan follicles. It w:ib once supposed to be 
a sign of previous imiiregnation, but is found in unquestionable virgins. 

Describe the corpus luteum when pregnancjr has not taken 
place. 

When a Graafian follicle is about to niptnre, a short time before the 
menstrual flow begins, it increases in size and apnroaches the surface of 
the ovary until it forms a projection upon it. The distension is due to 
an increase of its contained fluid. Now, un escape of blood from the 
distended capillaries of its inner coat occuts, and the follicle ruptures, as 
does also the ovarian covering ; the ovule passes to the surface of the 
ovary and into the fimbriated extremity of the Fallopian tube. Tlie 
internal layer of the follicle now becomes the seat of an hypertrophy 
due to the development of the cells which compose its tissues. The 
edges of the rent in the internal layer, on account of this hypertrophy, 
oome in contact ; the external layer, being elastic, retracts, and the cor- 
pus luteum results. The vessels now begin to disappear, the cells to 
vanish, and the whole muss is reduced to a small cicatrix, which gen- 
erally disappears in from thirty to forty days (Longet). 

Describe the corpus luteum when pregnancy has taken place. 

All of the above changes occur, excepting in a more marked degree, 
d of disappearing in tliirty or forl.y days, as ia ' 
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pregnation do€s not occur, they go until the fourfli month of pregnancy, 
when they Hlfain their niajcinmm development and tbrni a corpus hileiim 
nhich averages I incli in length and i an inch in breadth. This now 
commences U> atrophy, and cicatrization becomes complete a few weeks 
after delivery. 



CHAPTER III. 



PREGNANCY. 



OONOEPTION AND GENERATION. 
What iB conception 7 

Concejition. impregnation or fecundation, ia_ the act by which the 
semen or Quid furnished by the male organs of generation unites with 
the ovule from the female ovaiy, so that a new being results. This 
may take place in some part of the Fallopian tube. 

What must take place for fecnndatlon to occnt 7 

There must be a connection of the two sexes by copulation, and there I 
must be ovulatiuD by the female and an omission of semen by the male. 

Describe the semen, and explain how its ascent to reilch the 
OTule is accompliBhed. 

The semen is u white, viscid, dense fluid, having a faint odor, secreted 
by the testicles of an adult male, and thrown into the nrethra b^ the 
ejaculatory ducts. It consists of water, albuminous matter, salts of lime 
and soda, and contains numerous peculiar organisms called spermatoioids. 
Tliese spermatozoids form the essential fecuudating part of the semen, 
are about Tjltfth of an inch in length, and resemble the tadpole of the fro^. 
They are made up of three parts, a head, body, and tail, and are ani- 
mated by_ very rapid movements. When placed in proper surroundings 
they retain their vitality for a considerable time after emission. Exces- 
sively acid or alkaline fluids and alcohol destroy them ; heat and oold 
stop their movements; the normal temperature of the body and the 
menstrual discharge increase these movements. The ascent of the se- 
men is mainly due U> the inherent mobility of the spermatozoids. 
Btate some of the most common causes of sterility. 
In the male: 

All that hinders or alters the act of copulation ; 

Absence of ejaculation ; 

Absence of spermatozoids in the semen, 1 f Jtuutir • 

Inactivity of the spermatozoids in the semen, j -' *" "'*™"».. 

Abnormal formation of esternal genitals, | j^-pJ^JS^ e 
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In the female : 
Abnormal formation of the genitals; 

I^BplacenientB of the utenu, obetrui^ting the ascent of tlie Hemcn ; 
Va)(innl or uterine Bccretions rendered bo atrotigly acid or alkaline by 
disease that the spcnuatozoids are deHtrnyed ; 
Tubal and ovarian diseases. 

Describe the changes which take place in the impregnated ovum 
during its passage to the uterus. 
As the ovule escapes from the oi'ary it takes with it some particles of 
the discus proligerus, which surround it as a ihiu layer of granular cells. 
By friction with the sides of the tube those disappear, and the zona pel- 
lucida is the outermost ooverintf. It has now aavanoed some distance 
along the tube, and becomes mvested with a covering of albominous 



material. During this time the vitellus or yelk shrinks from its covering 

_.. ___ , _ .le appe 

yelk. This is called the " vitelline nucleus, and is found in flflee 



and the germinative vesicle disappears. Ttje first indication of impre.^ 
nation occurs when a small, clear vesicle appears in the centreof the 



thirty hours afbr fecundation. Now what is called segmentation of the 
yelk takes place. This consists in a breaking up of the vitellus. First, 
the vitelline nucleus divides into two nuclei, and then the yelk into two 
halves. The process continues: the two new cells are converted into 
four, the four into eight, and bo on until a great number are generated. 
This forms a granular mess which from its resemblance fo a mulberry is 
called the "muriform body" or "morula." Aclear fluid then accumu- 
lates in the centre, eKpanding the muriibrm body and pushing the cells 
together until their edges meet, forming an internal Iming to the uona 
pellucida. This is the blastodermic membrane," and from it the fietus 
■8 developed. Tbe ovum is now j'gth of an inch in diameter, and has 
occupied about twelve days in its passage from the ovary to tbo uterus, 
which it has reached. 

What changes occur in the uterine mucous membrane to prepare 
it for the reception of the impregnated ovum? 
At each menstrual period the mucous membrane of the uterus be- 
comes thickened and vaaeular, and when fecundation has occurred this 
change is much moro marked, until the result is the formation of a dis- 
tinct membrane which has received the name of the "deoidua," This 
has three divisions: (1) Tlie "deciduavera," lining the entire uterine 
cavity, and undoubtedly the hypertrophied mucous membrane of the 
uterus. (2) The " decidua reflcsa," wtiich surrounds the ovum, and is 
probably simply a growth of the decidua vera around the ovum at the 
point where it ties in the uterus. As the ovum grows this naturallv 
Stretches until it eventually (at the fourth month) comes in contact all 
around with the deoidua vera, (.1) The "decidua scrotina," which is 
tiiat part of the decidua vera on which tlie ovum rests. At this point 
jJWpltoenta is developed. Thus it is seen that the three deeiduiebe- 
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come and realty are one. I^tc in prtgnuncy fatty dcgeneralion of thU 
gtruutiirc owiire, ita iidliesiotiB t« the uterine wall lessen, and it is thrown 
off with the placenta after Isbor, leaving a new muwiis membrane lining 
the uterus. 

Describe the development of tlie ovum ^er it has reached* the 

uterus. 
Thi^ lilnstoderuiic membrane divides into three prirts: an external, 

culled the "epiblaet;" a middle, ealled the "uiu8i>blaat" or "mesi>- 
_ derm;" and an internal, the 

"hypoHaat" or "entoderm." I 
At this time a, minute elevation, ' 
due Ui an aggregation of oelU, 
and consisting of a slight thick- , 
ening of the membrane, apijeara. 
This is the "areagemiinatiTB." i 
In its centre a faint Une is seen, ' 
"the primitive tra«e" or "em- 
bryonic line." Surrounding it 
are a few translucent cells, which 
have been called the " area pel-,. 
Iticidft" (Fig. 5). Tliee x tre mi-? 
(icsof the primitive tl53?flt1olfPn « 
mid turn upon themselves — one 
iintfTiorly. colled the cephalic 
ur head fold ; one posteriorly, 
the caudal or tail fold. The 

"iI.»ii^\r"/nTlMii»'i,Vu'rnj7rT.l.Ti°;7n!r/ ^'^y "•" '''*' ^mhr>o i 

What organs or parta of the fistua are developed &om the epi- 

bl&at? 
I'll!' I'pililiisl lakes part in the formation of the siiperficini layer of the 
skin, hiiir, nails, organs id' special scnf^, the brain, spinal cord, and 



What parts are developed from the mesoblast? 

I'mni (lie iiicNiitilnsI iiru furnii'd the Ixiriy framework, the musoular 
and viiwnlnr jiynlnni, the nuiwnilur and fibmua tisanes of the digestive 
ii'ui'I, iind piiilmlily tlii< gcni In- urinary or^'niis. 

What la developed from the hypoblast ? 

l-'riiNi ilu' liyiHiblaxl is liinned the epithelium lining the respiratory 

mid diKOSlive trnots. 

Describe the umbilical vesicle. 
ThD Vmhllii.il YmAe in a Niinll round sac c 




abdominal cavity of tlie fratus through a eonstriuted portion called the 

"vitelliDe duct, ' and containing a yellowish, oily fluid from which the 

fcetus derives itM nourishment _ 

during the first few weeks of 

life. Jt EitUins its ^createst 

development by the end ot 

the fourth ueek From this 

time ou it gradually shnnks 

until b^ ihe siilh or se\i,nth 

week it has enlirely djeap- 

peared. It I8 hreied from 

the internal laj 

todemiic 

What is the aUantoia ? 

It ia aemall ve&icle derived 
from the entoderm and inner 
stratum of the mesoderm 
formed about the twentieth 
day near the caudal e^rrein 
ity of the foelus, and lying 
between the amnion and ulio- 
rion. It is connected wilh 
the hladder b^' tliu urachus. 
and grows rapidly until it t-n- remcie. 
tirely linos (he chorion. This 

oontaing the two iiiiibilical arteries derived from the aorta, and two um- 
bilical veins, one of which eoon disappears Its caudal part helps t 
faan the umbilical cord. 



30 PRR«NANCT. ^^^^^^^^H 

Describe the anmioii, ' 1 

The Amiiina is the inni>rtDO!iC of the two membranes Burrounding the 
ftBtua. Externally it is in cotitacl wicli the choriuii. mtcniiilly witli ihu 
liijuor anitiii and Ustus. It also fbrnis a uovurin*; I'or the umbilical cord, 
and is ixmtinuoas with the integiiment at the umbilicus at' the Itotus. It 
m formed from the epiblast, and secretes a fluid whicli distends ite cav- 
ity. This is called the "liquor auinii," and in it the f<otits floats. 

What Is the character of the " liquor anmii " ? and what are ita 
uses? 

It iH, in the eortv months of pregnancy, a clear, transparent fluid, oon> 
sistins of water, aibuminoua matter, and various inorganic aalts. Later 
it becomes denser and of a brownish color, having a faint odor. It pre- 
vents iiyury to the child from blowa received on the abdomen of the 
mother. It also prevents injury to the uterus which the fnctus might 
inflict by its movements. Lastly, it acts as a fluid wedge which dilates 
the OS during labor and lubricat«a the parturient canal for the passage 
of the child. 
Describe the chorion. 

The Chorion is the more external of the true foetal membranes. It 
is tt closed sac, formed by the external layer of the blastodermio mem- 
brane and the Kona pcllucida. KKtemally it is in contact with the dc- i 
cidua, and internally with the amnion. Its internal surface is smooth 
and shining, while the estomal surface is rough, being mvered with 
small villi. 
What are the chorionic villi? 

They are small, hollow sprouts springing from the external surface of 
the chorion and buryini; themselves in (he decidua. At first non-vascu- 
lar, later (when the atlantois has spread itself over the whole of the 
chorion) each villus receives an arten; and vein, which give branches to 
the subdivisions into which the villi divide. Soon all, excepting those in | 
contact with the decidua serotina, begin to shrivel up and disappear, 
until by the end of the eighth week none are led excepting at this site. I 
Occasionidjy one remains on the surface of the chorion, causing hemor- I 
rhage alter the birth of the child. 
What is the placenta, and how is it formed? 

The P/"rni':i. nr iiCicr-hirtli, whose function it is to aerate the blood 
of Till' I'li-iiis, i- :> -iiCf, si"itiL'y, vascular mass, circular in form and thick- 
est III li-; iTFiiii'. h E,-. iViiiii li III ',1 iiiehcH in diameter, from J to 1 inoh 

lliiik in (111' iiiiiii'. I wi'JL'liri Iriim 1 to Ij pounds avoirdupois. It 

K.L'lii^ II. !"■ iWiru.ii ^,1 i\„- >.■■■■ I i.iontb, iiiit does not reach i to fiill de- 

vrl<>| -<ir niiiil I In- rliliil rli. 1 1-, n^u:ll altai'hmcnt is to some part 

of (In- lit, III- 111 .11- i>i>i' i.r ill" I-'. I 111. I". Ill (III "IS, lhi)Uf,'h it may be MtuUed 
Bnywli'ir "idiin (ill iii.rini' r.iMh. Ii U liirmod of from fifteen U)_ 
Kiiretily iiil't" III- \rlli, iitnl luifl iwn MiifiiLin— an external uterine ly-B "" 
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t, which U rough and in coiitAcl with the uterine wall ; and an in- 

tenial or foatal ; tliia is smooth, and covered by the two membranes, the 

union and churlon. Each tuft is extremely vascular, and its vetiselB lie 

elose appusition with the maternal vessels within the walls of the 



WhaA is tlie umbilical cord? 

The Umhiliad Cord is the pedicle attaehing the fcetiia Ia the plooenla. 
It is formed about the fourth week of gestation, and consists of two 
arteries and one large vein, which pass in a spiral direction trom the 
lunbilicus of the child to some portion of the pliiceiita, most frequeDtl^v 
about its centre. Surrounding the vessels is a soft, transparent, gelati- 
nous snbetancfl called Wharton s jelly, and around this the amnion. The 
length of the cord varies : averaging from 18 to 20 inches, it has been 
found 60 to 80 iDches in length, and as short aa 6 or 8 inches. In thick- 
is it varies from the size of the little finger to that of the thumb or 

THE PCBTUS. 
Describe the ftstus. 

1. At the end of the Ibnrth week it is a small gelatinous mass, curved 
upon itself and grayish in color. No extremitieg^ or bead can be seen, 
and it is so small that it is usuaily lost in the blood-clote when an abor- 
tion occurs at this time. 

2. At the end of the second month it is from 1 to 1^ inches in length. 
The head is large, forming at least one-third of the embryo. The eyea 
are marked by two black spots and the ears by slightly projecting rings. 
The mouth is very large, but small folds of skin have appeared about it 
and the eyeSj marking the commencement of the lips ana eyelids. The 
limbs are visible, with rudimentary toes and fingeis, and the Dcnds at the 
elbows and knees are present ■The spinal uolumn is divided into verte- 
br89, and the circulatory system is formii^g. The umbilical cord is, as a 
rule, straight and inserted into the lower part of the abdomen. Centres 
of ossification in some of the bones have appeared. 

3. At the end of the third month. From now on the embryo is com- 
monly spoken of as the fcetus. It is from 3J to 4J inches in length, and 
weighs about 1500 or IfiOO grains. The head is still comparalJvely largo 
and the eyes prominent, though they and the mouth are closed. The 
neck becomes evident, the fingers distinctly separated, and the integu- 
ment thin, transparent, and rose-colored, though firmer tharrit' has been. 
The genito-urinary ortrens are developed and the sex can be distinguished. 
The pkoenta now is distinctly formed. 

4. At the end of the fbnrth month the ^tus measures 6 to 7 inches 
in length, and weighs between 5 and 6 ounces avoirdupois. The cliin, 
which until now has been inconspicuous, becomes prominent^ The nails 
appear, and sofl while hairs are found on the head. The umbilicus is 
just above the pubes. 
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5. At the end of the fifth month the len^h of body is 8 to 10 inches, 
and the weight is about 9 ounces. The skin is much firmer, and seba- 
ceous matter appears on its surface in small areas. The small intestine 
contains meconium. The umbilicus is some distance above the pubes. 

6. At the end of the sixth month the average length is about 12 
inches. The weight now is very variable, but is in the neighborhood of 
1 pound. Eyelashes and eyebrows have begun to appear, and the skin 
has become darker and firmer. The testicles or ovaries are still in the 
abdominal cavity. According to some, a child bom at this period is 
viable. 

7. At the end of the seventh month the foetus is from 12 to 15 inches 
long and weighs from 2} to 4i pounds. The eyelids, which have been 
closed since the fourth month, now open. The skin is firmer and lighter 
in color than at the end of the pr^seding month, and is covered with 
sebaceous matter. The testicles nave descended to the inguinal ring, 
and may have entered the canal. This is probably the earliest period 
at which the child can be bom with a reasonable chance of surviving. 

8. At the end of the eighth month the foetus is from 15 to 18 inches 
long and weighs from 4J to 5J pounds. The nails have reached the 
finger-tips and the testicles are in the scrotum. 

9. At the ninth month, or frdl term, the foetus weighs, on an average, 
6} to 7 pounds, and measures from 18 to 22 inches in length. The cellu- 
lar tissue is filled with fat, giving the child a roundness and plumpness 
which is not observed before term. The hair is fairly abundant and long, 
and the skin is quite firm, and paler even than at the eighth month. 

What is the " vemix caseosa " ? 

It is a greasy, sebaceous deposit covering the entire foetus, and making 
its appearance first about the sixth month. It consists of matter secretea 
by the cutaneous glands mixed with dead epithelium. It is always more 
abundant in the axillae and groins, and is%aid to be of service as a lubri- 
cant during labor. 

THE FCETAL HEAD. 

Give a description of the foBtal head at fW tenn. 

The head at full term is the hardest and largest 'part of the foetus, is 
oval or e^g-shaped, and is divided into two parts, face and cranium. 
The face is composed of fourteen bones, two being single and six double. 

The cranium, the most important paA of the foetus from an obstet- 
rical point 0^ view, is composed of eight bones — a frontal, occipital, eth- 
moid and sphenoid, two parietal, and two temporal. In the adult these 
bones are firmly united, while in the foetus they are only so at the base 
of the skull, being separated at the vertex or vault by membranous 
intervals, allowing of considerable overlapping during labor (Fig. 9). 
There are five sutures: (1) the coronal, which separates the ftontal 
iroui the two parietal bones ; (2) the sagittal, or great suture, ninning 
from the root of the nose backward to the lambdoid suture : this sep- 
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B the two parietal bones and crosecs the coronal suture; (Zj the 
lambdoid {fJreek lambda, Aj, which separates 
tho ocdpital from llic parietal bones : its apex " 

is at the posterior cstremity of the eagittal ; 
(4) and (5) the t^m^wral or eciuamous Buturcu, 
whose names indicate their positions, are un- 
important, us they cannot he reached during 
labor. 

Besides the ButuTi% arc two Ibntanelles, an 
anterior and posterior. The anterior fonta- 
nelle, or bregma, is the larger of the two. 
It is dianiond-sha])cd, formed by the crossing 
of the coronal and sagittal sutures, and ba.s 
tour borders and four angles. Its bounda- 
ries are the Irontal bone anteriorly and the [ji,oyin» jc.tantoies nnd Sn- 
two parietals posteriorly. The posterior or tures at rrumn oj )iead. 
smaller tbntunello is ibmiod by the junction ■*>"• tipaneiBi diauieiar. 
of the sagittal and lambdoid sutures. It is 

triangular in shape, and ossifies rapidly after birth. Its boundaries are 
anlerioriy the two parietal bones, and posteriorly the occipital. 

What are the diameters of the ftaetal skull 7 

!. The longitudinal diameters are— occipito-roental. 5.4 inches, from 
the occipital protuberance to 
Fio. 10. the chin ; occi pi to- frontal, 4.6 

inches, from the occipital pro- 
tuberance to the root of nose ; 
suboccipito - brennatic, 3.8 
inches, from miaway between 
the oucipitul protuberance and 
foramen ma^um to the centre 
of the anierioi fontanelle. 

2. The verUcal diameters are 
—the mento-hregmatio, 4.4 
inches, from the chin to the 
centre of the anterior tbnta- 
nelle ; the tracbelo-bregmatic, 
3.8 inches, from the bregma 
to the anterior part of the for- 
, . amen magnum. 
1-1, «!rij.u*f™ni.i; s-4, owipiio-nienui; s-B, ^- Tlic (ransverae diameters 
imofiBio-nrBBinaiie ; 7-B, /rouio-iuBaiai. are — the bipanctal, 3.8 mches, 

from one parietal tuberosity 
to the other; the bitemporal, 3.2 inches, from the root of one *ygoma 
tu tliQ correepoiiditig point on the opposite side ; the bimastoid, 3 inches, 
ikim one mastoid process to the other. (These figures are taken from 
r, vol C pp. 232, 233.) 
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NUTRITION OP THE FOITUS, 
How does the child receive its nutrition in utero ? 

Before the fomiation oi' the jillantois anJ unibilioiil veHicle the OTuni 
Ji/rlvcs its nourishniciil from the cells that form the discus proligeruBj 
ihen by the albuniinous material covering it. After reaching the uterus 
the allantois and umbilical vesicle supply it with nourishment until the 
placenta is formed. 

As soon as the placenta, is formed the foetal nutrition is fully estab- 
lished, as it acts as an organ of absorption by which nutritious material 
ia carried from the blood of the mother to tho foBtus. This is proven 
by the fact that when tlie placental circulation is interfered with to any 
great eitent the ftetus dies. 
How is respiration carried on in utero ? 

Before the placenta is formed it is possible that there is(no respi- 
ration) and if there is, the mode jn which it is carried on is unknown. 

Afler the ibruiation of the placenta by the contact of its vessels with 
those of the mother, an intcrcnange of gases takes place, by which the 
carbonic acid of the foetus is given )ip and oxygen is absorbed. 

What secretions are carries "on^ih the uterus 7 

The skin and sebaceous glands secrete (he vernix caseosa, the liver 
secretes bile, the intestines secrotG mucus, and the kidneys urine. 
DoBcribe the fistal circulation. 

To thorouehly understand the fcetal circulation the student must bear 
in mind the fact that the vascular system differs materially from that in 
the adult in several respects. The chief differences in the heart are the 
direct communication between the right and left auricle and the large 
size of the Eustachian vatve. The auricles are connected by a small 
oval opening covered by a fold which acts as a valve^ allowing the blood 
to pass only from the right to the left aiu'icle. This opening is called 
the "foramen ovale," The Eustachian valve, passing from the inferior 
vena cava on to the wall of the ri^ht auricle, directs the blood through 
the foramen ovale into the left aunclc. 

The peculiarities in the arterial system are the communication be- 
tween ttie pulmonary artery and descending part of the arch of the 
aorta by a tube half an inch in length, called tne " ductus arteriosus," 
and the presence of the hypogastric or umbilical arteries, which arise 
from the mtcmal ill acs, ascend alonjf the sides of the bladder, and, pass- 
ing out of the abdomen at the umbilicus, are continued along the cord 
to tbe placenta, 

Tlie venous system h^ a. communication between the placenta and 

ertal vein through the umbilical vein, and with the inierior vena cava 
the " ductus venosus." The vessels in the placenta lie in close oon- 
tact with the maternal vessels, the walls of both here being vei; thin. 
Oxygen passes from the arteries of the mother into the veins of tlt^'i 
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placenta, and CO, is given up by the latter to the former, Thus the 
oxygenated blood passes along the cord in the umbilical vein through 
the umhilicnB and to the under surfaoe of the liver. Part here is dis- 
tributed to this orgsn, and part passes through the ductus venosus to 
the inferior vena cava. Thus some of the bloud enters the inferior vena 
cava directly by the ductus venosus, but the greater part passes through 
the liver to enter that vessel by the hepatic veins. It is thus that the 
liver is unusually large at an early period of fa;(al life. The blood from 
the lower ezlremities also enters tbc interior vena cava, and this mixed 
blood passes into the right auricle, where most of it, guided by the 
Eustachian valve, ie directed through the foramen ovale into the left 
auricle. From this it enters the left ventricle, and from the left ven- 
tricle into the aorta, by which it ia distributed mainly to the head and 
upper extremities, a very small quantity entering the descending aorta. 
From the head and upper exiremities the blood is returned through the 
superior vena cava to the right auricle : from this it passes into the 
right ventricle, and from the right ventricle through the pulmonarji 
artery into (he ductus arteriosus, and through this into the descending 
aorta. A small portion of this impure blood goes to the lower extrem- 
ities, but the greater amount passes into the umbilical arteries to be car- 
ried to the placenta. 

Wbat changes occur io the fistal circulation at hirth 7 

As soon as the child is born it cries. This inflates the lungs, and con- 
sefjuently dilates the pulmonary arteries. The blood now passes in large 
quantities from the right ventricle into the pulmonary artery, and thence 
through the lungs, where it becomes artcrialized, and is returned by the 
pulmonary veins to the left auricle. The ductus arteriosus, as soon as 
the child respires, contracts, and becomes completely closed in from four 
to ten days, remaining as a fibrous cord. On account of an adhesion of 
the valve of the foramen ovale this opening closes. By the tenth day 
after birth it is usaally closed, though in some cases it remains pervious, 
giving HBe to a. cyanotio condition of the child. The umbilical arteries 
between the fundus of the bladder and the umbiticalis become oblite- 
rated, and remain as fibrous cords. The vein and ductus icnosus are 
completely obliterated a few days after birth, the former dcconiing one 
of the liganieiils of the liver. 

What Is the attitude of the ftill-term child In atero 7 
_ The body is arched forward, head flexed upon the chest, arras pressed 
tightly against the sides of (he chest, with the forearms flexed and 
crossed in front. The thighs are flexed on (he pelvis and the legs on 
(he thighs. The feet are turned in, inverted, and crossed. lu the vast 
majority of cases the upper extremity, or head, lies in the lower segment 
of the uterus, while the lower extremity, or breech, lies in the fundus. 
Motility or motion of the foetus begins us early as the tenth or twelfth 
'" telti B ut the motlier is not conscious of the early movenwOTi.%. ^^^ 
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PHENOMENA OF PRBaNANOY. 

What changes occur during gestation in the pelvis? 

No changes occur in the bones of the pelvis, but marked alterations 
in the articulations take place as gestation advances. The interarticular 
fibro-cartilages imbibe a serous fluid, which softens and relaxes them, so 
that they allow of some slight separation during the passage of the 
foetus through the pelvis, ^is is more markea in the pubic joints. 

What changes occur during gestation in the vulva ? 

As the end of pregnancy approaches the labia majora become oedem- 
atous and pigmented, and may contain varices. The n3inph8e become 
moist, more freely lubricated, and hyperaemic. The whole -mucous 
membrane of the vulva acquires a dark-red color. 

What changes^occur during gestatioji/irfthe TOg^ 

It is growing larger for the passage of the head. It begins to lengthen 
between the third and fourth month on account of the rising of the 
uterus, but becomes shorter when the organ descends and the foetus 
"engages." It acquires a violet color and its secretions increase. A 
purely vaginal leucorrhoea may occur during the first few months of 
pregnancy. This is perfectly physiological. 

What changes occur during gestation in the uterus? 

1. Changes in Volume.— A& soon as the ovum reaches the uterus that 
organ begins to grow. During the first half of pregnancy it is in active 
growth, but later it becomes niore a distension, due to the pressure of 
the developing foetus. According to Cazeaux, the uterus at the ninth 
month of pregnancy measures 13.6 inches in its vertical diameter, 9.36 
inches in its transverse, and 8.9 inches in its antero-posterior diameter, 
and weighs nearly 30 ounces. The increase in volume is always at the 
expense of the fundus and body, as the cervix is not affected at all. 

2. Changes in Form. — ^The form varies with the presentation, posi- 
tion, and the number of children. If a vertex or breech, it changes 
irom a triangular shape to that of a flattened spheroid from the flfth to 
the sixth month, and from the sixth to the ninth month it becomes 
ovoidal or egg-shaped, with the smaller end down. The position of the 
fundus at the different nionths varies somewhat, but averages about as 
given below : At the third month the fundus can just be appreciated 
above the pubes ; at the fourth month the fundus is about 2} finger- 
breadths above the symphysis ; at the fifth month the fundus is slightly 
more than midway between the symphvsis and umbilicus ; at the sixth 
month th(i fundus is even with the umbilicus ; at the seventh month it 
is nearly 3 finger-breadths above the umbilicus; at the eighth month 
it is nearly to the ensiform appendix ; about the middle of the ninth 
month it has reached the ensiform appendix, and a week or ten days 
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before labor begins it sinks somewhat into the pelvic cavity. This is 
called ** the falling of the uterus.". 

3. Changes in Consistency. — Instead of being hard and fibrous, as in 
virgins, it gradually becomes soft and elastic, so that it moulds itself 
about the foetus, and through its walls can readily be felt the different 
portions of the child. 

4. Changes in Direction. — The uterus changes its direction continually 
according to the position taken by the woman, until it has risen well out 
of the pelvis, when its tendency is to lie forward on the abdominal wall. 
This is m reality an anteversion. There is also a so-called " lateral ob- 
liquity " of the uterus. The cause of this is unknown, but in most cases 
itibends to the right side. 

5. Chanoes in its Relations to the Sxirrounding Organs. — ^While in 
the virgin the uterus lies between and in relation with the bladder (ante- 
riorly) and rectum (posteriorly), at full term nearly the entire organ lies 
against the anterior abdominal wall, only a very small portion touching 
the posterior surface of the bladder. Posteriorly it is in relation with 
the rectum and the iliac vessels. 

6. Changes in Structure. — ^We find in the peritoneal coat a simple 
hypertrophy and a distension as the uterus increases in size. This coat 
does not become thinned out. In the muscular layer marked alterations 
take place. The previously small fibres become greatly increased in size 
in all directions, but especially so in length. There is also a development 
of new unstriped muscular fibres and oT connective tissue.* 

7. The Power of Contraction. — Painless, intermittent contractions 
constantly occur after the third month. They aid in keeping the foetus 
in position and help to keep the blood in circulation. 

8. Chanqes in the Uterine Vessels. — As the organ increases in size the 
arteries and veins grow very large; at the same time new vessels are 
formed. 

9. The changes in the mucous membrane and formation of the decidua 
were given on page 27. 

What changes occur during gestation in the cervix? 

The first change which occurs in the cervix is a softening, beginning 
at the OS externum and gradually passing upward, until by the eighth 
month the entire cervix is soft and ready to dilate, allowing the resent- 
ing part of the child to descend and rest upon the external os. Toward 
the end of pregnancy the os externum usually, though not always, be- 
comes patulous, ana will admit the tip of the examining finger. In 
multiparae (women who have borne children) this is always the case ; 
while the cervix is invariably more or less torn during the birth of the 
Jirst child, previous to which event such patulency is rare. 

♦ For a more complete description of the muscular fibres of the uterus 
during gestation the student is referred to the Cyclopxdia of Obstetrics and 
Oynecologyf by Charpeutier, vol. i. p. 136. 
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I'liG oviirieR and tubes rise in the abdominal mvily and become byper- 
Iropliieil. Ovulalinn causes. The brond and round ligaments increase 
in siae and rise with tbe jrruwth of the uterus, 

Wliat cbangflB occut dnriitg ge&tation in the mammary glands ? 

Soon lifter impregnation has oc'curred the breasts begin to enlarge and 
the veins beoonie moi'e pruinineiit. The aruola in brunettes assuDies a 
dark-brown color, in blonds only moderately so, and a few small tubercles 
appear in the areola. Tliese are ealled (he ''tubercles of MoatKomery. " 
Around the primary or true areola small darit spots are Been which con- 
stitute the so-called' secondary areola. Toward the end of pregnancy a 
few drops of a serous fluid can be squeezed from tbe nipple : this is the 
culustriuu. 

What changes occur daring gestation in the cntaneous system? 
Here we find pigmentation occurring in blotches over different parts 
of the body, and frequently on the tkce. These usually, but not always, 
disappear. The labia niaiora become very dark in most cases, and run- 
nine U[i the abdomen in ihc median line froni the pubcs to the umbiliaus 
is a^own line. As a rule, the pigment is deimsited around the umbili- 
cus, and then the line extends on up the abdomen to the cnsifarm ap- 
pendix. In the iliac regions reddish -purple striee arc seen. These are 
ecchymoses caused by tearing apart the small muscidar fibres from the 
rapid distension of the abdonimal wall. After labor they aojuire a 
white color, and always remain in the abdominal wall as cicatricial or 

What changes occur during gestation in the blood? 

There is an increase in the quantity of water and fibrin, and a decrease 
in the amount of albumin, iron, and escreraentitious substances. Tliere 
is also a decrease in the number of red corpuscles. These changes are 
more marked afler the sixth month. The heart becomes bj-pertrophied, 
because there is more force needed. The hyperlropliy is entirely m the 
left ventricle. Its weight is increased from one-fifth to one-fourth. 
After childbirth the heart undergoes a retrograde action and regains its 
normal size. There is an increased tension in the arteries and an en- 
lariicment of the au|)erfieial blood-vessels, csi>cciaily of the thighs. 

What changes occur during gestation in the respiratory appa- 
ratus? 
During pregnancy the chest becomes broader, the an tero- posterior and 
vertical diameters are diminished, and there is a tendency t<i d}%pncea on 

the slightest exerljon. 
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Wli&t ch&nEea occui during gestation in the digestive appa- 
ratus? 

The digestive organs are always trowdcd out. of thoij normal position. 
Pressure on the rocluni causes eonstinaiion, and hetiioirhoids may result. 
The crowding upwurU ot the Btoinai;h may cause vomiting. 

What changes occur during gestation In the urlnair organs 7 

There arc compression anJ diBplaceiiicnt of the btiidder, causing an 
irrilability, so that after the sixth or seventh month a pregnant woman 
is only able to retain her uiine for a very short time. A ej'stitis may 
also be set u)j. The urethra is usually displaced, and the kidneys ore 
pressed upon, soiiictiiiica enough to cause a congestion which at times 
results in an albuminuria. The uiine also shows mailed changes, there 
being an inerease in tlie water, the chlorides, and carbonates, and a de- 
crease in the phosphates, sulphates, urea, and urio acid. " Kieetein" 
ia almost always found in the urine of a pregnant woman. This is a 
deposit seen when the urine has stood for some time, and it is not always 
a sure sign of pregnancy, as has been supiwscd. 

What changes occur during gestation in the osseous sjrstem 7 

Changes have boon noted. These consist in deiioslts of bone between 
the internal lahle oi' the cranial bones and ihc dura mater. These de- 
posits are called osteophytes. 

Wbat changes occur during gestation In the nervous system? 

Some changes ainioat invariably occur. Neuralgic paiim over differenf 
parts of the body, (oiithaehe, and perverted sense ol tiiste or amell are 
l'nM)uently ohaerved. 

SIGNS, SYMPTOMS. AND DIAGNOSIS OF PBBGNANOY. 
Name the symptoms of pregnancy as nearly as possible in the 
order in which they occur, including a few points in dia- 
gnosis. 
1st. Supiif''S!i!niiofyiieMi''i-'<n. — If a woman in pcrlect health, who 
has been menstruating regularly, suddenly ceases to do so, with no dia- 
turbances from it, she is m all probability preenant There are many 
causes lor amenorrhoea, but as a rule disagreeable symptoniB aceorapany 
this malady. On the other hand, women occasionally menstruate regu- 
larly for eeveml months after impregnation has tuken place, and cases 
have been reported where tins functmn was cuiTied on throughout ges- 
tation. Then, again, pregnancy has occurred when the function was 
absent, BS during lactation. 

2d. SympathAio Nerwun Diahtrhaiiceii. — Some aympathetic distiuh- 
ances constantly occur in most prefinant women. These are apt to be 
more marked in highly neurotic palieuls or those of a nervous temper- 
Howut. Among (nom are found itching, tdogling, or "peculiar s 
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tions'* in the breasts, and neuralgic pains over various parte of the 
body, most frequently in the face. There may be toothache, with no 
destructive changes in the teeth, and often the woman who naturally is 
of a very amiable disposition bcctomes sensitive, morose, irritable, or 
despondent. Occasionally a marked tendency to freouent attacks of 
syncope is developed, but most marked of all are the aigestive disturb- 
ances. There may be a capricious appetite, with longines for the most 
peculiar articles as food, such as slate-pencils, plaster, cnalk, charcoal, 
ete. 

But of greater frequency are the nausea and vomitings This occurs 
usually on rising in the morning; hence it has been called *' morning 
sickness." It maybe seen soon after impregnation has occurred, but 
as a rule not until the middle or end of the second month. The cause 
of this morning sickness has been disputed, but the generally reived 
opinion now is that it is purely a reflex disturbance, due to the irritation 
of the uterine nerves by the pressure of the growing muscular fibres 
upon them. 

3d. Glaivdular Changes. — ^Those occurring in the breast and kidney 
have already been described (pp. 38 and 39). There is one more which 
deserves mention : this is the activity of the salivary glands. Occasion- 
ally very severe and annoying ptyalism is seen. Tnis usually ceases 
spontaneously early in pregnancy. 

4th. Other digestive disturbances, as flatulency, heartburn, consti- 
pation, or sometimes diarrhoea, may occur. 

5th. Reflej^ Pigmentary Change8.---Th^^ have already been described 
(on p. 38). They are very constant in brunettes, less marked in blonds, 
and may be entirely absent in women with red hair. 

6th. A violet color of the vaginal mucous membrane is seen fre- 
quently. This is a capillary congestion caused by the pressure of the 
gravid uterus, and is oi very Httle value, as any pelvic tumor may cause 
the same condition. 

7th. A marked irritability of the bladder may be found. At times 
this becomes very annoying, and increases as pregnancy advances. 

8th. Changes in tJie Umbilicus. — At first the umbilicus is somewhat 
depressed. It then becomes even with the abdominal wall, later bulges 
slightly, and during the latter months may be drawn upward. 

9th. Abdominal enlargment is first noticed about tne fourth month, 
when the uterus has risen well out of the pelvis. From tJiis time on it 
increases rapidly, until the ninth month, when it has reached the 
diaphragm. This is much more marked in short women. 

10th. Intermittent Uterine Contractions. — This is a constant symp- 
tom after the uterus is large enough to be felt, and when found by 
a competent observer is a very valuable sign. It consists in regular 
intermittent contractions of the uterus, occurring every five, ten, or 
fifteen minutes. They are painless, and therefore not appreciated by 
the mother. 
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11th. ^^Quickenina.'' — ^This is a sensation felt by the mother when 
the uterus has reached a sufficient height in the abdominal cavity, so 
that the movements of the foetus may be felt against the abdominal 
wall. It usuallv occurs first about the eighteenth or nineteenth week, 
and is described as a slight fluttering. The movements become stronger 
and more frequent as pregnancy advances, and may often be seen as a 
quick bulging of the abdominal wall. This is not a very valuable siffn, 
as women who think themselves pregnant oflen imajpne that they leel 
the foetal movements. A similar sensation to "quickening" may be 
caused by spasmodic contractions of the abdominal muscles or flatus in 
the intestines. 

12th. Changes in the Cervix. — As early as the third month it may be 
noticed that the cervix is more easily felt on vaginal examination. It 
soon becomes sofler^ and in primiparae somewhat difierent in shape and 
longer than in multiparae. In the latter it has more of an oval shape, 
sligntlv flattened antero-posteriorly, while in the former it is long and 
conical. The os externum until the latter months of pregnancy^ and 
sometimes until labor begins, is tightly closed in primiparae, while in 
multiparae, on the contrary, it will usually admit the tip of the finger by 
the third or fourth month. 

13th. Ballottement--fYh\^ is the sensation which is felt when, with 
two fingers in the anterior cul-de-sac of the vagina, the foetus is suddenly 

gushed awajr, floats in the liquor amnii, and falls back again, striking the 
ngers. It is an exceedingly valuable sign of pregnancy when founds as 
no other condition will give it. However, it requires considerable expe- 
rience for one to be positive about this sign, it can usually be appre- 
ciated between the fourth and seventh months. After this the foetus 
has become so large and fits so tightly in the lower segment of the ute- 
rus that it is impossible to get ballottement. In order to make ballotte- 
ment easy the woman should lie with her shoulders well elevated, or, 
better still, sit or stand. There is also a so-called abdommal ballotte- 
ment. This is appreciated by placing one hand on each side of the ab- 
dominal wall, and pushing the foetus with a quick movement of one of 
the hands. It is felt to strike the other. 

In breech cases a form called *' cephalic ballottement" is obtained. 
This is gotten by placing one hand over the head and pushing it away. 
It rebounds and strikes the hand, giving an impulse as in the other 
forms. 

14th. Auscultation, — ^This is always to be practised with the woman 
lying on her back : the stethoscope should be used, and applied directly 
to the abdominal wall. Over the abdomen of a pregnant woman we 
may hear three sounds. These are the foetal heart, the uterine souffle, 
ana the funic souffle. 

(1) The Foetal Heart — ^This is the one positive sign of pregnancy, 
and can usually be heard by the beginning of the fiflh month, though 
occasionally earlier. It is very variable both in rapidity and strength. 
The frequency ranges from 110 or 120 to 160 or 170, and tha ^^^\\5gj^ 
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varies according to the sex and size of the child. In males and large 
children it is slower and stronger ; in small children and females it is 
more rapid and weaker. As a rule, male children are somewhat larger 
and heavier, hence the foetal heart-sound is slower and stronger. It may 
sometimes be heard over the entire abdomen, though there is always a 
point or area of maximum intensity. This will be further considered 
when the subjects of presentation and position are taken up. 

(2) The Uterir^ Souffle. — ^This is a peculiar soft blowing or harsh 
whizzing sound, synchronous with the maternal pulse and heard at some 
point over the abdominal wall. It was formerly supposed to be a sound 
caused by the passage of blood through the placenta, and hence has 
been also called the " placental bruit." It may be heard after the fifth 
month, and varies considerably in intensity and position, sometimes 
being absent, then suddenly appearing over one point of the abdomen, 
to be heard a few minutes later at a point very remote from this. It is 
probably caused in some unexplained way by the blood passing through 
the tortuous uterine arteries. That it is not placental m origin is con- 
clusively proven by the fact that it is heard after the ' placenta has been 
expressed, and in cases of uterine enlargment from tumors where the 
condition of pregnancy is absent. Thus it is apparent that thiB sign is 
of little value in diagnosing pregnancy. 

(3) The Funic Souffle. — ^The funic or umbilical souffle is a soft blow- 
ing murmur, synchronous with the foetal heart-sounds, and when heard 
may be situated at any point over the abdomen. It is very rarely found, 
but when so is probably created by a tension of the cord or pressure of 
the same against the uterine wall by some bony prominence of the child. 
The tension would be most frequently caused by a cord wound around 
the neck or perhaps a knotted cord. 

15th. Palpation. — By abdominal paljjation we appreciate difierent 
Ijarts of the child and recognize the position and presentation. It is of 
little value before the sixth month. On this subject more will be said 
later. 

Many of the jjreceding signs and symj)toms of pregnancy occur at or 
about the same time, so that it is almost impossible to give them in ex- 
actly the order in which they occur. However, an attempt has been 
made to describe them as nearly as possible in order of their appearance. 
It might be mentioned here that many authors classify them according 
to the month they occur or their relative importance. Others divide 
them into subjective and objective symptoms. 

What are the four most important symptoms or signs? 
; The foetal heart; •-' - S tVvU|n^>W- 
, Ballottement ; ► '. ' \ 

Milk or colostrum in the breasts of pregnancy ; 
i Suppression of the menses. 
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Nij>i>le usually siuiiU lunl unde- 
veloped. 

Not likely to be any atriffi on the 
breaste. 

Abdomea tense and rceisting to 
touch. 

Slrite, if present, are of a pur- 
plish -red color. 

The voKuia has n niarkGdly uorru- 
gatooT feel. 

The cervix is longer and conical. 



is tense and long. 
Fourchette ia present. 



the 



Midtipneiv. 

developed. 
Strife tirequoDtly found i 

breuste. \ 
Abdomen UBifflUy very lax and 

yielding. 
Striae whilo, though there ujay 

also be some reddish ones. 
The vagina feels smooth. 

Cervix short, and verj' likely some- 
what lacerated. 
Perineum may be torn. 
No (burchette. 



First, the wumun should be (|uestioned coneeming the date of her last 
menstruation and its character and regularity previous lo stoppage. The 
physician should question her as to any digestive disturbances, such as 
nausea, vomiting, etc., from which bhe may have been suffennK; then 
us to whether or not she haa had any peculiar sensalions in her hreasts. 

Secondly, the breasts and abdomen are to be inspected. This is beat 
done with the patient in a recumbent position, as afterward a vaginal 
examination must be made, and this is much better done in the doisal 
decubitus. The shape of the breast is ohsen-ed, the areola, the super- 
ficial veins, and the tubercles of Montgomery; also the »ze of the ab- 
domen, its shape and pigmentation. Percussion is then performed, and 
afterward palpation and auscultation. 

Thirdly, a vaginal examination is made. The secretions are noted, 
the uervix and os felt, and the finger is swept in all direetions to deter- 
mine roughly the size of the pelvis. 

DTTRATION OF PREGNANCY. 



Tlie average duration is 278 day.'s. This is a little n 

endar and a trifle less than ten lunar months. As !..__. 

neccMsarily coneeption, it is impossible to determine accurately the esact 
day when labor should occur. Conception may take place as lung as ten 
dftys after iiiserai nation. For all practical purposes 280 days is counted 
" n the first day of the lust menstruutdon. One rule in uummoD naaift 
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to add three days to the last day of the last menstruation, and subtract 
three calendar months from a year from that date. If February is in- 
cluded, add five instead of three days. Cases have been reported, where 
the pregnancy has continued 290, 3(X), and even 313 da>^. 

DIPPBRBNTIAIi DIAGNOSIS OP PREGNANOY. 

What conditions resemble or may be taken for pregnancy? 

(1) Spurious pregnancy; (2) obesity; (3) ascites; (4) t^panites; 
(f)) subinvolution of uterus; (6) ovarian tumors; (7) fibroid tumors; 
(8) retained menses. 

What is spurious pregnancy, and how differentiated from true ? 

This usually occurs about the fortieth year of life or at the menopause, 
but may be met with at any time during the child-bearing period. It is 
usually associated with ovarian irritation, and is met with most frequently 
among the upper classes. It may begin by some irregularity in the men- 
strual flow. Then the abdomen enlarges, either frona a crowding down 
of the abdominal wall from a deposit of fat or from distended intestines. 
The muscles become veiy rigid, and, what makes the diagnosis more dif- 
ficult, oftentimes a condition of h3rper8esthesia is founn. The patient 
complains of a loss of appetite and oi morning nausea. Peculiar ieelings 
in the breasts may be described, and occasionally these glands become 
enlarged. This condition may go on until a spurious labor oegins, unless 
a diagnosis be made and the patient be assured she is not pregnant If 
care is taken a diagnosis oi the condition is easily maoe. On being 
questioned it will probably be found that menstruation has been going 
on, though perhaps altered in character and at infrequent intervals. No 
foetal movements can be felt, nor can a foetal heart be heard. On vaginal 
examination the cervix is found lon§ and hard and the uterus not en- 
larged. If doubt still exists, by givmg an anaesthetic the tumor will 
disappear. 

How may pregnancy be differentiated from obesity? 

In some women this condition is associated with irregularities in the 
menstrual flow which lead them to imagine they are pregnant. The con- 
dition may be so marked that even though pregnancy does exist the 
uterus cannot be felt on palpation. The absence of all signs and symp- 
toms of pregnancy, especially of the mammary changes and auscultatory 
signs, makes the diagnosis easy. 

How may pregnancy be differentiated from ascites ? 

By making a careful physical examination of the patient the condition 
causing the ascites can usually be discovered. Furthermore, if the pa- 
tient be placed upon her back, it will be noticed that the abdomen bulges 
more at one jwint than at another, and marked fluctuation can usuSly 
be obtained. 
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inToliitiDn of the uteras 7 

This condition is ewtily rccofini^ed by pcreuBsing tlii' Bbilonicn. 

Subinvolution of tbe utetua uan be mistaken lor pregnaney only at a 
very "early period, when a positive diagnosis is, under any circunistanoeB, 
imposaible. However, it ia almost alwaj's associated with symptoms 
referable to ut«rine troubles, such as pain m the sides or back, a leucor- 
rhceal discharge, and tenderness on pressure over the uterus. By wait- 
ing and finding do increii^B in the size of the organ the diagnosis is 
assured. 

How majr pregnancy be differentiated ftom ovatlan and fibroid 



When Mther of (hose conditions osiat alone, by a careful e 
the diagnosis is not difficult ; but when nreguancy is complicated by one 
or the other^ it is sometimes extremely aifficult, and occasionally impos- 
sible, to amve at a positive condusion. With the former we usually 
have a continuance ol menstruation, may get fluctuation, and with tbe 
absence of cervical changes and auscultatory phenomena the diagnosis is 
made. In the latter the peculiar hard and round feeling of the masa. a 
proliise menstniation, and absence of foetal hearl^aounds will materially 
aid in making » diagnusia. In both eajsea the bistovj' is of great import- 



This ia most likely to occur in prls who have never menstruated, and 
when ibund in such cases the condition would be immediately suspected, 
and an examination would reveal the presence of an imperforate nymen 
or some other obstruction to tbe outlet for the flow. Or, if it occur later, 
the fact that no mammary chongea were found, the cervix normal, aus- 
cultation negative, and ballultement absent would prove the non-exist- 
ence of pregnancy. In both caHcs a history would probably be of im- 
portance, and this would elicit the fact that the patient had suffered 
from excessive abdominal pains during the time when the menstrual 
flow should have occurred. 

DEATH OF PCETUS IN UTERO. 



The mother liegiiia to aufl'i^r fruui ill health. She becomes dcspondenl 
with no apparent cause, and loses strength and appetite. Her abdomen, 
which has been gradually enlarging, suddenly ceases to increase in size, 
and the breasts, which were firm, become flabby and atrophied, and the 
aOTementa of the icetua, which have previously been felt, suae 



46 PREGNANCY, 

perhaps gradually cease. The diagnosis is made positive if mth tlie 

symptoms recorded above we find no fietal heBrtrsounds for several suc- 
cessive days, wheu previously they have beeu heard. 

HYGIENK OP PREGNANOY. 
What hygienic rules should be observed during pregnancy? 

The pregnant woman must be especially partietilar aboni her clothing. 
Her garments should be loose-fitting and warm. Corsets are to be abso- 
lutely forbidden, as thej' compress the breasts and by pressure on the 
walls of the chest cause an abdominal type of respiration, which dis- 

Silaces the alomoch, liver, and intestines, and gives nse to much disoom- 
brt, and fre([uently to serious reaulta. She must have iileiity of {resli 
air and t^ike moderate csercise, excluding all violent lorms, such aa 
horseback riding, rapid walking. Tunning up stairs, etc She should 
avoid exeitement. Her diet must, be wholesome and nutritious, and the 
bowels, which are almost invariably constipated, should be kept open by 
mild laxatives, enemas, or minenii waters. Inl^rcourse ought to be only 
moderately indutged in, if at ail, during the early months and prohibited 
during the latter months. If patients have been in the habit of douch- 
ing themselves regularly and int^lUsently, this practice may be con- 
tinued. Baths may be taken throughout, but should never be too hot, 
or, on the other hand, too cold. 

DISORDERS OF PRBGNANOY. 
How mxy the disorders of pregnancy be divided ? 
(I ) Into those due to mechanical rainw.i (hcinoirhoida, dyspnnoa, vari- 

{2^ Into those of refles origin or sympathetic distiffbances (nausea, 
vomiting, etc). 

{2) Into those due to pathological conditions of the uterus or ovaries 
(retroversion and moles). 

(4) Into certain diseases which are engrafted upon pregnancy : among 
., -y^ ^^^ albuminuria are found. 



Describe the disorders of digeetlon. 

The most important are nausea and vomiting. These disorders qhu- 
ally require no treatment, as they generally disappear by the third or 
fourth month. However, some cases continue, and are of such a severe 
t>'pe that they uiust be treated. The causes are reflex in origin, and are 
1 1 ) pressure on the uterine nerves from stretching of the muscular fibres 
of the uterus 1 ^2) irritation of the ut«rine nerves IVom a. flexion of the 
uterus; (3) erosion on the cervix; (4) emotion. 

Symptonu. — In the severe cases the vomiting oiKura not only in^the 
ling, but whenever food is taken, and even when the stos 
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emp^ a violent retahing rantinnes, so that tho patient in a short time 
becomes exhausted and emadated. The pulse la rapid and feeble, the 
temperature elevated, the tongue dry and coatE'd, and delirium, followed 
by death, may occur. 

These grave caaea are said to be mure oflen associated with multiple 
gestations. 

TVfalmeiit.—ln the milder cases, where the vomiting ooonre in the 
morning, relief may o^eu be obtained by giving the patient a half lioiir 
before rising a glass of hot milk: this while in a recumbent iwsitioD. A 
great many remedies have been used, but all arc very uncertain. Amonjj 
them may be mentioned oxalate of cerium in gr. ij to gr. ss doses; di- 
lute hydrocyanic acid in n;j doses ; tincture of iodine in Tn,y doses ; wine 
of ipecac in milk (Tn^-ntxs) ; the bromides in elfervoBcence : small doses 
of calomel (gr. i-M, frequently repealed ; pepsin ; chloral hydrate in 
gr. j doses; and hyurochlorate of coeainc in h-1 gr. doses; iced cham- 
mtgne; and esternally both heat and cold applied over the epigastrium. 
Dilating the cervix has been done with good results in some cases. In 
the most severe cases the stomach must be given complete rest and 
rectal alimentation resorted to. A good nutrient enema may be made 



Peptonized milk, 
Liquid jieptonoids, 
Tr. opii, 
Salt, 



1^^ 



Or, Beef tea (peptonized), Siv; 

Brandy, Jss; 

Laudanum, fLs-kx. 

Sig. Either given every four hours, washing out the rectum before 



If after a trial none of these prove successful, and the patient's con- 
dition is steadily growing worse, as a last resort induce abortion. Dilate 
the cervix first and wait a day, as this n-ay check the vomiting. If not, 
rupture the membrane. The methods will be described iurther on. 
Always call a consultation before an operation of this kind. 

The other digestive disturbances are constipation and diarrh<Ba. The 
former is by far the more frequent, though the latter is not nearly as 
rare as is generally supposed. Constipation is caused mainly by im- 

eired peristaltic movements of the intestines, which is broueht about 
pressure from the gravid uterus. This must be relieved by proper 
diet, mild laxatives, and cncmata. 

Where diarrhoea occurs it should he promptly treated, for when ex- 
cessive it htut a decided tendency to produce uterine contraction and 
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What are the disorders resultinf^ from mechanical interference 
of the gravid uterus ? Describe them. 

(1) Dyspnoea. — ^This is usually present to a slight degree, but mav be 
so excessive as to prevent the patient's sleeping when in the recumbent 
position. 

(2) Varicose Veins. — ^The most frequent seat of these is on the inner 
sides of the thighs and the labia majora. They occur most frequently 
in multiparae, and are caused by pressure of the gravid uterus on the 
abdominal veins, and thus an impeded return flow of the blood from the 
extremities. As a rule, they give no trouble, though cases occasionally 
arise where they become inflamed and extremely painftd. The treat- 
ment consists of rest in the recumbent position, elevation of the limbs, 
and the application of some evaporating lotion. 

(3) Hemorrhoids. — Hemorrhoids, though aggravated and occasionally 
caused hy constipation accompanying pregnancy, are frequently seen 
where this condition is not associated with gestation. In these cases the 
cause is simply pressure of the gravid uterus on the hemorrhoidal veins. 
If constipation exists, it. is to be treated, and if the hemorrhoids beconae 
very trouolesome, the application of an ointment containing gallic acid 
and opium will afford much relief 

(4) (Edema of the Lower Extremities. — ^This is of no consequence if 
not associated with albuminuria, and requires no treatment. It always 
disappears after labor. If very excessive, rest relieves it. 

(5) Irritability of the Bladder. — As a rule, this does not occur until 
toward the end of pregnancy, but may be met with at the outset. It 
may be caused by some abnormal presentation of the foetus, and is re- 
lieved immediately the position is rectified. If not, and if very excessive, 
vaginal suppositories containing opium and belladonna will often give 
relief 

Describe briefly the disorders affecting the circulatory system. 

Ancemia. — ^This is due to the alterations in the blood which have 
already been described. It is a physiological accompaniment of preg- 
nancy, and as a rule never becomes severe. However, it may at times 
^0 on to an alarming extent. In these cases the onset is usually insid- 
ious. The face becomes colorless and slightly puffy; oedema of the 
lower extremities begins, and may become general or even invade the 
serous cavities. The patient grows weak and emaciated, and suffers 
from sleeplessness, dyspnoea, headache, vertigo, and frequent attacks 
of syncope. On examining the heart a systolic murmur is heard, usu- 
ally over the base, though sometimes over the apex. This is trans- 
mitted into the larger vessels of the neck. 

The treatment consists in regulating the diet and placing the patient 
under the most favorable hygienic surroundings. Iron may be given 
combined with arsenic. The oest preparation is iron reduced by hydro- 
gen in gr. j to iij doses, t. i. d. A very efficient and palatable prepara- 



DIBORDERS OF PREGNANCY. 49 

don is the so-called iron lemonade. This is made in the following msn- 
ner: A teaspooni'ul of eai-h of the following mistures, combined with 
four ounces of water and a half ounce of lemon-juice, taken three or four 
times daily : 

Citmt* of iron, 3ii ; 

Water, 3iv.— M- 

Or, Bicarbonate of potash, 3x; 

Wftter, gic— M. 

If the anaemia persists after proper and thorough treatment, abortion 
or premature labor must be induced. 

uvteaxa of the Heart. — It is only necessary to mention the fact that 
pregnancy_ has a decided tendency to aggrava(«, aaid perhaps hasten the 
iktal termination in, chronic heart lesions. This is especially marked in 
cases of mitral disease. 

Ascifeg. — A cellular infiltration of the ti^ues of the extremities or 
other parta of the body is sometimes found during pregnancy from the 
altered condition of the blood. This ma^ extend to the pleural or peri- 
toneal caviUes. It is treated by removing as far aa possible the cause, 
and the use of diuretics, combined with rest and a milk diet. 

What disorders dependins upon an altered imteiration are met 
with in pregnancy ? 

Ptyaliam, pa I pit a lion, syncope, insonmia, mania, neuralgia, cephalalgia, 
paiafyseB, cough, pniritus, and eclampsia. 

Describe each. 

Jhtmlvmi, or salivation, is an increased activity of the salivary glands, 
and thus a profiise flow of saliva. It is, as a rule, confined to the early 
months of pregnancy if it occurs at all, and has a tendency to disappear 
spontaneously. It sometimes becomes exceedingly annoying, and causes 
depression, and perhaps interferes with proper assimilation of the food. 

Its treatment is very unsatisfactory. Astringent gargles and washes 
for the mouth, the chewing of quassm-chips and bitter orange-peel, and 
j^e administration of atropine, m gr. -^ doses, are among the remedies 
need to relieve it. 

Bxlpitation _a.TiA Sffncope call for no especial treatment, more than a 
proper by^enie regime. 

Inxomnia may be very troublesome, and from its persistence cause ex- 
haustion, depression, and even insanity. Moderate exercise, earl^ retir- 
ing, and the avoidance of all excitement may be sufficient to relieve it- 
If not, the bromides in moderate doses, sulphonal, chloral, or aniline 
hydrate will usually produce a natural and healthy sleep. Opium in any 
form is contraindicated. 

Nmralgiit and Beadaclie are to be treated as when met with under 
Other (uroumstances. 
i—Qbi. :\ 
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All forms of I^imlj/siK may be met with in pregnant women or at^r J 
delivery has taken plaoe. They H.lwayH have a, marked tendency toward I 
heintplepa or paraplegia, though some one organ oi' Bpecial sense may 1 
be involved, ur the paralysis may be confined to the limM, face, or Bome ] 
of the muscles. Those occurring during pregnancy may be reflex or may 
have a wraeraic origin. Others are due to cerebral congestion, and there 
are unquestionable cases of a purely t'unotiunal character. 

The proffHom depends upon the cause, but as a rule is good. 
' Tlie treatment depends entirely upon the cause. Resl^ tonics, strych- 
nine, massage, and electricity have all been employed. 

Coughn are purely reflex, and for them antispasmodics are of bcneSt. 
Codeine in gr, i doses is good. 

/VunVus,— This is most frequently foUTid alwit the vulva, but may 
extend over the entire body and be almost unbeanible. IF this is the 
casBj it is usually found without any apparent cause and is of neurolio 
origm. This also ma^ be the case where observed about the vulva, but 
generally an aggnivatm):: cause wiU be found in the leuoorrhceal discharge 
whirh is so often met with in pregnant women. 

The treatment of leuoorrhcea, if present, consists in thorough oleanli- 
ness. If erosions are found on the cervix, they must be treated 1:^ 
touching with a solution of nitrate of silver. Vaginal douches once or 
twice daily of carbolic-acid solutions, I : BO or 1 : 100, a solution of 
borax, 3s8 to Oj, or of bichloride of mercury, 1 : 5000, will generally 
relieve the leucorrltcea. External applications are often of benefit when 
the pruritus is severe, A solution of AgNO,, gr. xx-5J. pain'ed over 
the vulva, oftentimes relieves the itohinp immediately. Cloths wrong 
out of carbolic acid, 1 : 100, are sometimes efficient. At night the 
patient may apply to the vulva a pad wrung out of a solution oontaiuing, 
the following : 



. Borax, 


3u; 


Morph. aulph., 






DQute hydrochlonc acid. 


5J-— 



M. 

When the pruntus becomes general the patient should be thoroughtp' 
sponged with ii solution of bicarbonate of soda and water and put upon | 
her back in bed. The diet must be carefully regulated, and large dosee' 
of the bromides are said to have been used with decided success. 

P/iomi.— This is a very serious, though fortunately not a frequent, 
complication of pregnancy. It is usually found in primiparse and vety 
young patients, and in many cases inquiry will reveal the fact that the 
patients have previously suffered from the disease. It generally devel- 
ops during the early months, though it may occur any time. 

The tymptoms may appear suddenly or come un slowly. If the latter' 
be the case, there is firel noticed slight involuntary movements of Uie, 
fiioe or limbs, which gradually. bejMine more fliiii:ked. . WhSn the- "' 
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aimultaneously inyoJved, There are 
I of the discRse. During sleep 

— - , -- reappear n^m when the patient awaiens in 

the morning. There iiiay be a, weakening of the memory^ though ua a 
rule this is not impaired. There is no fever and no digestive distorb- 

Treatment. — When the disease develops early, there is little chance 
of the pregnauey goinj? on to term, though the treatment is practically 
the same as when the disease is found under ordinary eircuinBtaiiites. it 
consists in placing the patient under proper hygienic surroundines and 
uiviDf[ her a nutritious diet. Tonics should oe fiven, corabinea with 
bromides, arsenic, and iron. If the paroxysme still go on increasing in 
severity, abortion or premnture labor must oe induced, 

Edampxia will he described later on. 

DISPLACEMENTS OF THE UTERUS. 
What diaplftcements of the gravid utema are met with during 
pregnancy which may cause grave symptoms 7 

I^olapse, either C'implete or /i;ojjji;i/''/i.— This is a very rare, (hough 
an ooeaaional, occurrence. 

The causes are the pre-exiatence of prolapse, mulliparoiia slate, trau- 
matiEui, justo-major pelvis, and large vulva. In many cases, as the 
pregnancy^ advances, the prolapse cures itself during the first few 
months; in others it is the means of causing abortion. 

The treatment consiBts in replacing the uterus, introducing a proper 
pcBsai^', and eiiioining absolute rest in the horizontal position. 

Anteversi'ov. — Uterine anteversion is merely an exaggeration of a nor- 
mal slate, and becomes really pathological onlj' when it exeeeds a certain 
limit or when it occurs in ihe true pelvis — (. f. in the first mouths of 
pregnancy (Charpenlier), As pregnancy advances when the condition 
esists abnonnally it produces a pendulous abdomen. The anteversion 
may reach any deerce, from forming simply a veiy acute angle with the 
pelvic axis to reaching the symphysis aud forming neariy a right angle. 
It is most frequently found in multipara). 

The svmjitoms produced are marked bladder irritability, pains in the 
back and loins, and escessive constipation. _ 

The treatment is mechanical, and consists in keeping the patient at 
rest, and, if the abdomen is pendulous, applying some form of abdomi- 
nal bandage which will properly support it. 

Retroversion. — ^Tliis is by far the most serious of the uterine displace- 
ments. It rarely occurs before the third or after the fifth month, and is 
most frequent between the third and fourth months. Two forma are 
described: (1) A gradual retroversion, the causes of which are the oo- 
currence of pregnancy in a previously retroverted or retroflexed uterus, 
Justo-inaior pelvis, deformed pelvis, fibroid and ovarian tumors, and ad- 
' s from an old peritonitis, (2) Sudden letrnversiaiL 1&B.-3 \a 



52 PREGNANCY. 

by blows, falls, and pressure upon the abdomen, but usually has as a 
predisposing cause some of the conditions stated above. 

Symptoms. — ^The first symptoms noticed are marked intestinal and 
vesical disturbances, the bladder at times becoming enormously dis- 
tended. The patient complains of pain in her back and limbs and a 
sense of weight or bearinc-down within the pelvis. On examination, if 
the labia are separated, tne posterior vaginal wall is found bulging for- 
ward. The cervix is felt up by the pubes or cannot be reached at all. 
From the excessive distension of the bladder a constant dribbling of 
urine may occur, and if the catheter is passed— which is always very 
difficult and may be impossible — a large quantity of strong-smelling 
urine is withdrawn. Three results may now follow: 1st. The uterus 
may straighten itself spontaneously and rise out of the pelvis — a fortu- 
nate but rare occurrence. 2d. The uterus becomes incarcerated within 
the pelvis, congestion and inflammation follow, with fever, prostration, 
vomiting, irregular and feeble pulse, exhaustion, and death; or from 
the extreme distension of the bladder this organ ruptures, causing a 
fatal peritonitis. In some cases the urinary elements are retained, and 
death from uraemia follows. 3d. The woman may abort 

The diagnosis is made by feeling no fundus on abdominal palpation, 
and when a digital examination is made the finding of a hard round 
mass pushing forward the posterior vaginal wall. Then if the cervix 
can be felt at all, it will be back of the pubes. 

Treatment. — As soon as the condition is discovered the uterus should 
be replaced. Finding this impossible, the only resource is to induce 
abortion. To replace the retro verted uterus the patient should be 
placed in the knee-chest position and pressure made on the fundus in 
an upward direction. Failing in this, anaesthetize the patient, and with 
two fingers in the rectum push the fundus upward. This is facilitated 
by drawing the cervix downward by means of the finger and thumb of 
the other hand introduced into the vagina, or, if this cannot be done, 
by the use of the tenaculum. 

ALBUMINURIA. 

What forms of albuminuria are met with? 

(1) Albuminuria in pregnant women with pre-existing renal lesions ; 
(2) Idiopathic albuminuria; (3) Albuminuria complicating labor. 

When does it usually make its appearance? 

Generally not before the end of the third month, and most frequently 
about the sixth month. 

What are the causes of puerperal albuminuria ? 

(1) Pressure of the gravid uterus on the renal veins. This hardly 
seems plausible during the early months, as the uterus has not reached 
a size sufficiently large to cause pressure upon these vessels. Later in 
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pregn&ncy tliia may be one of the oaaaes, (2) Pressure upon the ureters 
by the uterus. {'S) High arterial tension, due to the h^dnemie oondition 
of pregnant women. (4) High degree of nervous irritability. (5) Re- 
flex irritability, associated with the glandular secretions. 

Describe the courae, Bymptoms, prognosis, and treatment. 

I. la the Ordinary Insidious Canes.— The first and only positive 
ayuiptom is the pre,sence of tilbumia in the urine. The putient usually 
becomes somewhat anajmic, and an oedema of the extremities, often- 
times extending to the face and neck, is observed. Headache is usually 
frontal and conslAnt, though it may not be severe and may be confined 
to one side only. Ringing in the ears is a constant and annoying symp- 
tom if the albumen becomes large in amount. Visual disorders are od- 
Berved; such as double or blurred vision and black spote before the eyes. 
Vomiting, continuing throughout the day, and in women who have not 
previotidy been suflering from nausea. Excessive nervous irritability 
and neuralgic pains, or at times some form of paralysis. The pulse is 
small, hard, and rapid. If the patient remains without treatment, these 
symptoms become more marked. Vertigo and dizziness appear, and the 
visual disturbances become more and more severe, until at times blind' 
ness results. Digestive disturbanees are very pronounced, and tlie 
patient has an acute attack of indigestion and an eclamptic seizure. 

/VoffjMwis. — The prognosis for the child is always grave, especially if 
the disease is persistent or far advanced when treatment is begun. The 
prognosis for the mother is good if she is seen early. 

7YeatnK«t. — ^1) ReguJate the diet. This should consist exduaively 
of milk, the patient taking three or four quarts daily. If the symptoms 
are very^ persistent and the urine scanty, skimmed milk, having more of 
a diuretic action, is preferred. (2) Insist that the patient wear flannels 
next to the skin : they need not be heavy, but must oeYoomy aod warm. 
(3) Regulate her mode of life, so that she shall take a proper amount of 
exercise and have plenty of tresh air. All excitement must be avoided. 
Her sleeping-ruom should be large and well ventilated, though care must 
be taken to avoid draughts or chilling of the body. (4) Medidmil. — 
This consists— lat, in drugs which reduce the congestjon of the kidney 
and lower the arterial tension; and 2d, in those useu to allay the nervous 
irritability. Among the first class the most important are laxatives. 
Compound licorice powder or an occasional dose of compound jalap 
powder is efficient, but perhaps best of all are the saline cathart, or 
mineral waters, given every other morning. Of the former, citrate of 
magnesia, sulphate of magnesia, and Rochelle salta are best If the 
latter are used, Hun^'adi and Villicabras are very excellent. Digitalis 
in small doses, combined with the acetate or citrate of potash, makes 
a very good diuretic mixture. If the aneemia is marked, the so-called 
iron lemonade already spoken of is indicated, Among the drugs 
given for nervous irritability the bromides are by far the best. After 
A ^OK>n^ trial of treatment with no improvement in the patjent's 
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symptoms SiOd Keoeral iKiDdition, the only re»)iiruf! is tn induce abortion 
or prumature labor. 

2. Ja Aciiie Albuminuria, — In this ihe outset is veiy sudden and 
severe. As a rule, it does not occur until the latter montliH of gestation 
— never until after the fourth month — und is usually seen in plethoria 
women. All the symptoms given above are present, hut are more 
marked and severe. The urine becooies scanty, high-colored, and may 
contain epithelinl scales and h^line and granular casts. The pulse is 
Tull and hounding and almost incompressible. Vomiting is persistent. 

The prognom in these cases is pood if the symptoms yield readily to 
treatment. If not, it is very bad. 

Treatmnnt. — If the patient bo plethoric and pulse full and hard, ab- 
stract 12 or 14 ounees of blood from the arm. Then give a pure purga- 
tive — Gomp. jalap powder in dose of gr. xl-3j or calomel m gr. s-xx 
doses, combined with soda bicarbonate. Keep patient quiet and in bed) 
allow only milk, and if she is at all restless ^ive her the bromides. The 
most satisfactory salt is the bromide of soda in gr. itx-xl doses, combined 
with chloral hydrate, gr. v-xv. If the symptoms subside, this will be 
all that is necessary. If not — and very rapidly too, for in these cases 
there is great danger of eclampsia— induce labor. But always try, if 
possible, to wait until the child is viable, 

BOLAMPSIA. 
What is eclampsia? 

Eclavipsia is an acute disease coming on during pregnancy, labor, or 
the puerperal state, and characterized by a scries oi tonic and clonic con- 
vulsions, affecting at first the voluntary muscles, and finally extending to 
the involuntary muscles, accompanied by a complete loss of consciouB- 
iiesB and ending by a period of coma or sleep (Charpcntier). It is mora 
frequent during pregnancy and labor than after delivery. 

Wliat is the etiology of eclampsia ? 

Ahbougb all cases of albuminuria are not accompanied by eclampsia, 
the latter is probably always preceded by or accompanied with albumi- 
nuriaj hence it is h^ most supposed that the disease is one of the mani- 
festations of alhummuria. Primiparity is certainly a very decided pre- 
disposing causcj as is also an excessively distended uterus eitlier from a 
mmUple gestation or hydramnion. The immeilJnIe cause of the con- 
vulsionhas been variously stated by different authors. Some have said 
that it is due to a cerehro-spinal congestion; others, that it is a neurouB 
caused hy reflex irritation of the spinal j^tem ; otheis, still, believe that 
eclampsia depends upon a poisoning of the blood wbich renders it too 
impure to properly stimulate the nerve-centres ; in other words, that b^ 
the impure blood the nervous system is practically poisoned. This IB 
the most generally accepted theory, though what the poison is, whether 
urea or some other ingredient, is out known. 
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Deecribe an eclamptic seizure. 

The attack will usually be preceded by some of the Bymptomi 

of under the head of Albiimmuria, such as cedenia, vertigo, ir 

cephalalgia,, stupor, or blindness. The patient first feela a sense of dtzzj- 
nesB, anJifclosciy observed it will be noticed that the thumbs are turned 
inward oltoss the palms of the hands. The head now turns to one side 
or in a backward direction ; the eyeballs roll upward, so that only the 
sclerotica can be seen, and the angles of the mouth are drawn downward, 
giving the face a horrible espression. The face, which is at first very pale, 
nowbecomesdeeplycyaiiotic, the glottis closes, and the veinsof the neck 
are enormously swollen, Ttic carotids pulsate violently. This tonic rigidity 
lasts froni ten to twenty seeonda, when the clonic Bpasnis begin. The 
hands open and close, a violent twitching of the limbs and arms occum 
and the whole muscular system is thrown into rapidly jecurring convul- 
sive movements. Eespiratiou is hurried and shallow, and is accompanied 
by a. frothing at the month. This usually lasts no lonser than three to 
five minutea, and is followed by a condition of coma. In a few minutes 
the woman opens her eyes, but nothing is distinct, and when conscious- 
ness is regained she has no recollection of what has taken place. It 
sometimes happens that the coma becomes deeper and the patient dies 
without recovering consciousness. When she recovers from a convulsion 
she is BO estreroely irritable that the slightest noise, or even draught of 
cold air, will immediately throw her into another convulsion. The remis- 
sions or periods between the seizures are variable. Sometimes but a few 
tninules mtervene, while at others several hours may nass before a second 
attack occurs. There may bo but one or two attaclts or there may be 
sixty or eighty. 

What is the prognosis of eclampsia 7 

If the temperature rises, the attacks are frequently repeated, and the 
introduction of a catheter brings away only a small quantity of high-col- 
ored urine ; the prognosis is somewhat variable, although It is always 
bad. After deliveiy baa taken plnee it is better, and the later in preg- 
nancy it owurs the better the prognosis. About 40 per cent, of ihc cases 
recover. To the child the prognosis is always verj- grave. 

What is the treatment of eclampsia when it occurs before labor 
has begun? 
Immediately after the convulsion begins crowd a towel between llie 
teeth to prevent biting the tongue, loosen all the clothing, and give 
plenty of fresh air. Do not restrain the patient, but allow her to thrash 
about as much as she pleases upon the bed ; only keep her from falling 
out. As soon as the tonic spasm has passed let her inhale chlorofonn, 
but not to the aurgical degree. When she is well out of the convulsion 
rupture the membranes and give a purge, preferably elaterine, gr. i, 
oomp. powder Jalap, Sss-j, or calomel, gr. i-xi : if necessarj', croton 
oil, HU~(j, in olive oil, Sj. If the patient be plethoric with a Iwuadins 



66 PREGNANCY. 

pulse, abstract Ss»-xt of blood from her ann, and give mnrpbine Bul- ^ 
phate, gr. [, hypodennicoUy, and repeat trequetitly tiioiigh to keep her 
well under il« influence. Then soak a blanket in hot water, and wind , 
this around the patJent, covering with two dty blankela. Keep her in 
the pack three to four hours, and al^r taking her from it give chloro- 
form and pass the catheter. If the jMitient has now been quiet for a few 
hours and the kidneys and bowels are acting well, and if the uterine con- 
tractions have not begun, a catheter may be introdueed into the uterus 
to start ihe labor. During the pains alwas^s give chlorofonu. 

Deacribe the treatment vlien a, seiEore occuib during labor. 

Administer chloroform freeW, and if the lueinbranes are intact ru^ 
ture them. This is often sufficient to check further convulsions. It is 
still a disputed jwint as to whether or not delivery should be hastened 
when the pains are forcible and efficient. This must be decided in each 
individual case. 

How wonld you treat a case occurring after deUTery ? 

Give chloroform enough to produce anEssthcsia, then administer mor- 
phine hypodermically, or chloral hydrate, gr. kx, and sodium bromide, 
3s8, by mouth or enema ; produce free purgation, and keep the 
patient on milk diet until the albumin baa disappeared &om the urine. 

Wlkat should be tbe after-treatmebt of eclampsia t 

Milk diet until albumin has disappeared, iron— and as cood a , 

as can be given is the iron lemonade— tonics, fresh air, favorable hygienic 
surroundings, and nourishing Ibod. 

DISEASES OOOURRING "WITH PRBG-NANCY. 
Naturally, the pregnant woman may contract any disease she would 
contract in the non-pregnant state, but as some diseases arc very materi- 
ally influenced by this condition, they will be spoken of. 

What infiuence has pregnancy on the emptive fevers ? 

When associated with gestation the erupdve fevers are usually very 

In small-pox would the woman abort 7 

If the type is severe, and especially if the temperature be hieh, the i 
foetus, as a rule, dies and is soon expelled. On the other hand, Preg- ' 
nancy may continue, and on the birth of the child pitting will be fou^ ■ 
to show it to have suffered from the disease in utero. Cases are recorded J 
of children having been born with small-pox. The confluent form i 
almost invariably fatal both to mother and child. 
What can you say of scarlet fever and pregnancy ? 

Scarlet fever usually assumes a malignant type, and almost u 
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tictemitt, as thf! Kcurlet- fever germB ci 

What CEUL you say of pnenmottia ? 

This disease, when it does occur, is generally very fatal, both to mother 
and child. On aocount of the htg;h and eoutinuoue febrile uuvement 
abortion is likely to result. This is especially true when the pregnaney 
is far advanced, and the more advanced the pregnanuy the more likely 
is the pneumonia t« terminate fatally. 

What can yoa say of phthisis 7 

This diseuwB ia probably a^trravulisd by pregnancy, notwithstanding 
many opinions and views to the conlrjry ; and it is certain that the uff- 
Bpring of tubeniulous mothers is in many cases either scrofulous or tuber- 
culous. Then, airain. there ia a greater tendency to abortion or prema- 
ture labor in phthisical mothers. 

What can yon say of syphiliB 7 

S}^hiliH may exist before conception: it may be contracted during 
gestation or at the time when concepdon takes place. In all these cases 
there ia a tendency to abortion, but the tendency ia more marked in 
cases where syphilitic women become pregnant. Exceptionally, the 
child is bom in a healthy condition, and remains so. More frequently, 
however, it shows evidences of tlte disease at birth or develops symptoms 
within a few months. 

EXTRA -UTERINE PREGNANCY. 
What different fbrms of eztra-nterine pregnancy are met with 7 

(1) Tubal, of which there are serer.d varieiioH — viz. tubal prnper, in- 
terstitial, tubo-ovariiin, and subperitoneal; (2) abdominal; (H) '"ova- 
rian ;" (4) pregnancy in ft bilobed uterus; (5) pregnancy in a hernial sac. 

What are the causes of ectopic gestation or extra-uterine preg- 
nancy? 

These abnormal pregnancies usually oceur after thirty yeare of a«e, 
and in women who nave long been sterile, and are caused by anything in- 
terfering with the passage of the ovule through the tube from the o vary I o 
the uterus. Among these may be mentioned inflammatory conditions 
of (he tube, a narrowing of its calibre from old pelvic inflammations, 
tumors causing compression of the tube, polypi, etc. Friftht or excite- 
ment is also thought by some to be a cause. The abdominal variety may 
be caused by the rupture of the sac of an ovarian or tubal pregnancy or 
by the failure on the part of the fimbriw to grasp the ovule as it leaves 
the ovary, thus allowing it, aft«r it has become impregnated, to fall into 
the abdominal cavity. Some say it may become impregnated by the 
passage of the semen through the tube and into the peritoneal cavity. 
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Describe the natural course of a tubal pregnancy. '^^^ 

The ovum is arreated in some part of the tube, and bejcins to develop 
just as in a. nomml iireRnanny, The chorion dovelopa, and upon it the 
villi appear, but no decidua is formed around the fojtus. However, this 
is found in the uterus as in a normal pregnancy. No proper placenta ia 
ever ibund. This Diaj^ be due to the fact that rupture usually occurs ■ 
before the time when it should appear. For a time the ovum erowa, 
but soon the tube has expanded to its fullest extent; its fibres, b^ the 
prolonged and excessive stretching, draw apart ; the tension from within 
causes the coverings to rupture ; and the patient dies either from shock, 
hemorrhage, or peritonitis. 

State the ssrmptoms and diagnosis of a tubal pregnancy. 

Exactly the same symptoms as oucur in a normal pregnancy may be 
present, but, as a rule, those which are developed during the early 
montbs are the only ones ever seen, and these are very much aggravated, 
The nausea and vomiting begin very early, sometimes within a few days 
of conception, and the latter may be uneontroUable. Menstruation may 
cease, but at times during a menstrual epoch there is a sero-sanguineooB 
discharge containing shreds of tissue (the decidua). Colicky piuns ap- 
r in one side or another, and are severe. They may be accompanied 
pains passing down the thighs, and imibitity to walk without great ^ 
iculty. The uterus enlarges somewhat, the cervix softens, the mam- 
mary changes are presenl, and all the symptoms of a normal pregnane? I 

Diagnom. — On examination is noticed an excesavely congested and 
red vaginal mucous membnine. The cervix ia sod, and the uterus largn 
than normal, but there is not the tendency of it to lie over on the bladder 
as it always does in an ordinary pregnancy ; hence the bladder irritability 
is not noticed. In the abdomen is found a tumor, which, unlike the 
uterus, lies to one side of the median line, and ia painfiil on pressure. 
The above, accompanied by the colicky pains already described and the | 
menstrual flow, should always lead one lo strongly suspect an abnormal • 
pregnancy, though a positive diagnosis maj" be extremely difficult unless 
a sound is introduced into the utcru>i, which will show '' ' " ' 

empty. 



Rupture usually occurs between the first and third n 
may take place as early as the secoml week, and ca 
where it haa been delayed until the sixth month. 

The gifmptima of nipture of the tube are those of extreme oollapBe, 
and with this may be associated severe abdominal pains, pallor, ooH ei- , 
tremitics, a small, thready, nnd rapid pulse; vomiting, and posaibly i 
Locompanied by "air hunger" and restlessness, t 



I 




Followed by death almost iinmediately ; or (heae symptoma may not 
so markecl, and the pationt rallies only lo develop a violent ' 

Uinitis, which results in death. 



pen- 



How aboiild a. tubal pregnaiicy he treated 7 

It' the cose is seen before nipture has taken place, there are several 
methods of Ir&itmfTil whicih have been pursued with varied aueeeaa. 
One is to destroy the fcetus. Thia has Deen done by means of the 
furadic current, which may be administered ten or Eileen minutes daily 
for a week or two. If the tension is removed and the eyat ceases to en- 
large, it ma^ be known that the child is dead. Then there is hope that 
it may remain inert in the tube. Another method of accomplishing the 
same end ia the uae of the paSvanic current, the negative electrode being 
-.imat the tumor, while the 
iliiiic and strychnine have 
'r)iild, and with success in 
iiKil successfiil treatment ia 
(' niptnre baa taken piuce, 



introdoced into the vagina ii 
positive is placed over the 
also been injected into the wm-. i 
some instances. Probably ilu" i 
to do a laparotomy and removu 
the only rational procedui 



laparotomy, removing the blood, fetus, and tube. 

Describe the couree, ByuLptoiiiB, and treatment of an abdominal 
pregnancy. 
Thia form of extra-uterine pregnancy generally goes tfl fijll Icrni, while 
the tubal variety never does. The placenta forma on the peritoneum and 
adhesions are usually set up. The sympathetic distnrbancea met with in 
a normal pregnancy are all present. Menstruation may cease, but uaually 
this is not the case, or if it does it ceases only for a abort time ; and it 
may be regular throuehout. At times conception may occur again, and 
the woman bear a child to term in the uterua. Inft^uent colicky pains 
are met with, but are not uaually as severe as in the tubal variety. On 
examining the uterua it will be Ibund but slightly enlarged, though the 
cervix is sofl as in a normal pregnancy. The introduction -of a sound 
shows the uterus to be empty. The fcetal heart-aounda will be present and 
very loud. Palpation reveals the presence of the small jmrts of the child 
jnat beneath the hand. These caaes may aet up a pentonitia which re- 
sults in the death of the mother, or they may go on to fiiU term, giving 
no real marked ayniptoms at anytime. In the tatter case a paeudo-lubor 
occum Regular uterine contractions take place, lasting for a variable 
len^h of time, and the foetus diea. When thia occurs a retrograde action 
l>egins: the breasts and uterua atrophy, as also do the foetus and pla- 
centa. Tlie litiuor amnii may become absorbed, and the coverings of the 
f(BtuB are clearly adherent to it, or maceration of tlie child may occur. 
Oi^aeionall^v in the former cases the fcetus ia carried for years, and even 
a lODK lifetmie, without causing any symptoms. As a rule, putrefaction 
reeuItB, and a peritonitis or septicaemia is aet up, or a secondary inflam- 
~ ' takes place and the foeUiB ie diachargea pieoemeal through die 
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r bliulder, most Trequently through the 
has been made certain, the treatment 



abdominal wall, vagina, bowel, o 
abdominal wall. 

Tyeafment.—lt the diagnosis 
rcBolvea itself into one of two t 

1. Primary Laparntmny. — If done at all, this sliould be done when 
the child is at full term. The statieticB in these ntses are not at all favor- 
able, though some good results have been obtained. It may be justifiable 
in some cases, and when it is done it is with the hope that adliesiona may 
b« found between the peritoneum and cysL The placenta should not ua 
removed, but left tc discharge through the wound, a portion of which is . 
left open. If no adhesions are found, the peritoneum must be stitched I 
tQ the abdominal wall. Cut the cord as near the placenta as poB^ble. 1 
The operation is almost invariably followed by septiciBmia, but this ma? \ 
be of such a raild Ibrm that recovery will take place. 

2. Seotadary LapaTOlomy. — If this is decided upon either through 
choice or necessity, an incision is to be made where the mass pointe, 
whether this be throueh the abdominal wall, vagina, or rectum, and I 
afterward the sac is washed out &e(]uent1y with some antiseptic solution. I 
Some have recommended the opening of the cyst by caustics when there \ 
is reason to believe that adhesions are not present. 

What fB "missed labor"? 

This term is given to & clttM of extremely mre cases of utero-gestAtJon I 
in which the foetus is retained in the uterus for a variable length of time 
beyond term. Labor-pains begin and cease, or may never come on at ] 
all) the fcetusdies and becomes decomposed, setting up a peritonitis, or 
it IS expelled in pieces; or, as in abdominal pregnancies, cases are re- 
corded where decomposition has not occurred, and the foetus has re- 
mained in the uterus for years, causing no untoward symptoms. The 
cause or causes of this occurrence are not well understood. 



MULTIPliB PREGNANCY, 
What can 70U say of the frequency of multiple pregnanciu 7 

This varies considerably in different countries and anion§ different j 
races. Statistics have shown it to occur most frequently m Russia, ' 
where the proportion of twin to single gestations is about 1 to 50; how- 
ever, the average is from 1 in SO to I in 9U pregnancies. 

State the causes of multiple pregnancies. 

They are three in number: (1) Two Graafian follicles mature Bimnl- 
taneously, and each expels an ovule which becomes impregnated. They 
may both come from the same ovary or one fiwm each. (2) One Oraaf- 
ian follicle containing two mature ova which become simultaneously in 
pregnated. This is a double-yelked egg, as it were. (3) A single fc 
ucle, a single ovum, but two nuclei. 
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In twin piegnanctes are the children likely to he of the same 

MX? 

The most frequent oombination is a male and fenmlu ; t]ie next in 
frequency is two females ; ami the least frequent two males. 



(1) When two ovii betwjme impregnated, each one develops independ- 
ently, and the result is two separate .chorions, two anmiotis, two plaeentse, 
and two cords. Occaaionallj; it happens thai the placenlw lie very close 
together, and eventually unite, but a' thin line of union can invariably 

(2) A single Graafian folliule, but two ovules. In this case there are 
two amnions, bat only a single chorion. The placentas are usuaUy united, 
and from this come two coriis. 

(3| One ovule with two nuclei. In these cases there is a single am- 
niou, a siiigk chorion, and one placenta with two cords. The vessels in 
these instances arc apt to anastomose in the placenta. 

SUPERPCETATION AND SUPERFEOTJNDATION, 
What is snperfcetatioti ? 

By this term is meant the imprepiaCion of a second ovule when the 
uterus already contains one impregnated ovum. This must occur very 
earl^ in pregnancy, else it is called superfecundation. The fact that it is 
possible IS proven by the occurrence of twins of different nationalities or 
-TBceB being bom to one woman. 

Wliat is BUpeifeciindation 7 

Superfecundation means the imjiregnation of a second ovule in a 
uterus containing an ovum somewhat developed. The possibility of this 
occmrence is proven in two ways: (I) By the fact that in some twin 
pregnancies one child is apparently at Irill lerm, while the other is seem- 
ingly premature. However, this is not a very good reason, aa we know 
that the growth of two children in utero may not be equally rapid. One 
seems^ to take more of the nourishment, as it were. (2) A full-term 
child is born to a woman, and in a few months she gives birth (a another, 
apparently mature, fdetus. 

DISEASES OF THE OVUM, FCETUS, AND DEOIDUA. 
Wlia.t pathological conditions of the decidua are met with 7 

Acute inflammations are occasionally seen ;iccompaiiyine the infectious 
diseases. These almiat invariably lead to abortion, and are not nearly 
as frequent as is the chronic condition of endometntia. There are three 
forma: 

]_ChvMe p^ffiue Endometritii, which c 
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a new connective tissue, making a much-thickened decidua if the preg- 
nanoy condnues. It very frequently huppens that the endometritis ex- 
ists when impregnation occurs, and in these cases ahurtioo will be very 
apt to result at an early sta^e, 

J2) PiJmoid EiiiiomelriCis.— In these cases there is, besides the thick- 
ening of the mucous membrane, a growth upon its surface of small, 
smooth bodies, varying greatly in size and number, called polypoids. 
Pregnancy may go on to term, and the condition be discovered only afler 
labor, or the growths may be so abundant as to interfere with the nutri- 
tion of (be fcetus, causing its death, and abortion resulta 

(3) Cat'irrhal Eudrnnetritis or ' fti/i/riirrlimi Gmvid(i.rum (7). — ITliH 
is the collection of an ai^ueous fluid somewhere in the uterine cavity and 
its discharge by the vaj^ina. The cause is unknown. Many believe it to 
be a rapid secretion from the uterine glanils, and for this reason it has 
been classed with the forms of endometritis. If this be the case, the 
fluid eoUecljj between the decidua and chorion. Some think the accu- 
mulation is between the chorion and amnion ; others, that it lies in a eac 
or evat between the two membranes. 

'Tne dingiionx of this condition can only be made from a. history of 
repeated watery discharges, no uterine contractions, and a tightly-closed 

TreatwM is not lallcd for, as neither the pregnancy nor the health 
of the mother or child is in any way interfered with. 

THE PLACENTA. 
Describe placentitis. 

This pathological condition may be caused by disease of the decidua 
or of the chronic villi. The result is a growth of new connective tissue 
and vessels, which causes a marked atrophy of the placenta. Many do 
not admit that this is an inflammatory disease, but consider it a trans- 
formation or organization of blood-clots which have formed in the 
placenta. 

What other morbid conditionB may be found in the placenta 7 

Calcareous deposits are sometimes met with. These vary in size and 
number. Oecaaionally but a few small areas are observed, while in other 
cases large spots are formed, covering nearly half the maternal surface. 
Fatty dejge aeration, which oeours in yellowish-white masses mixed with 
fibrous tissue, is of quite frequent occurrence. The effect of both the 
above upon the fcetus varies greatly aceordiiig to the extent of the 
change. Some have thought the latter to be simply a physiological 
change occurring at term. 

Vrhat alterations in the shape of the placenta may be foond? 

Though usually oval, the pUwenta may be round oi' cieii crcsccritic in 
shape. Then there may be formed one or several patche^^^Mrab^ 
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tissue entirely separated from tlie p]B:Uenta. These are called " placentae 
Bucoenturiatre. " They are of importance only from the fact that they 
may remain in the uterus a^r the pla:Centa is expressed, and thus give 
rise to hemorrhage, or become decomposed, setting up a septicfcmia. 

THE CORD. 
Wliat can you say of the pathological conditions of the cord? 

Unusuiiljy lung cords are sunietimea met with, but these give rise to 
nu difliculties during gestation, excepting that they are mure apt (a be- 
eume knotted. Tlien also there is a greater likelihood of prolapse during 
labor. Unnaturally short cords are also found. These may cause a pro- 
longed second staae of labor. Knots of the cord are of infrequent occur- 
rence, and result irom the child in its movements passing through a loon. 
They are of little practical importance, as they are very rarely tight 
enough to interfere with t]ie circulation, though cases are recorded where 
the death of the fcetus has resulted from a tight knotting. 

THE CHORION. 
Name and describe the only important disease of the chorion. 

Ilt/datiform Begeiteriitioii or Vesicular M<.ik. — It is a disease of the 
cbononic villi, <tnd conaista of a cystic degeneration resultini; in the forma- 
tion of small Tcsicles containing a clear fluid which resemuleB the liquor 
amnii. Some believe it to be due to the death of the Icetus, others sup- 
pose it to be caused by syphilis or some other blood disease of the 
mother. 

The tymptomi: are rather obscure, hence the diagnotnn is difficult. 
The increase in the size of the uterus is, as a mle, mora rapid than in a 
normal pregnancy, and no auscultatory signs can be found, nor will it be 
possible to obtain ballottement It is usually accompanied b>; an aqueo- 
sanguincDUB discharge, ireiiuently repeated, and perhaps containing small 
poilions of the cysts. Upon the finding of this does a positive diagnosis 
depend. 

The Irfalmimt conasts, as soon as the diagnosis is assu: _ _ , 

difttely emptying the uterus. This may he done by the introduction of 
the fingers inte its cavity and removing the moss, or by the use of a 
curette. In either case an intra-nterine doucho must follow. 

THE AMNION. 
What is hydiamnion ? 

Hydr:injnion, ur dropsy of the iimniou, is an excessive amount of 
fluid in the amnlotie cavity- This disease may he but slightly developed, 
in which case it gives rise to tew symptoms and is of little consequence, 
but when developed to a marked degree the symptoms are very distress- 
ing, Mid often alarming, In many cases the children are stillborn O) " ~ 
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)MM)it nfVi^r birth. It does not usually begin before the fiflh month, and 
with thii rupidl^ incrt^asing size of the abdomen we are likely to find all 
tho dimmlorx ot (irugnancy due to a mechanical cause, such as dyspnoea, 
imlpitatiou, oiiuHtipntion, etc. , greatly exaggerated. 

Tht^r*^ iM UMually no difficulty in making? a aiagrnosis. The foetal extrem- 
itit^H art^ folt on palpation only with difficulty, if at all, and the heart- 
Mouhilit can never bo hoarti distinctly'. The abdomen will appear lai^e 
antl teuMs but the uterine tumor can be mapped out, which is not the 
\MM^ whon tlrojvj^ical effusions in the peritoneal cavity exist. 

( Generally the inrndition requires no treiUmeitt li\ however, as occa- 
Mioiiall>' hapiHMis, the mother s health is endangered, it will be necessarv 
to in\iuiH> labor. This should be done h^ puncturins: the membranes. If 
laUi^r haai U^guiu thret> dangers arise trom a sudden withdrawal of the 




(>eritoneaI or j^ural 
lliuai it i» advt^l>k> to elevate the hi^x^, that the fiuid m^ pass awi^ 
luv^ yk^wK* : (4avv the hami tightly against the vidva. introaiice ooty 
thi^ iikWx ni^r tv^ the luembraiH'^js that the fbive of the jflow mxy be 
tv^ul;At^i. I ^ a siuall iiitilette aiKi rupcure meiubraiies during an inter- 
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be bom alive, abowing specific tdnt. In still another class of cases an 
apparently healthy infant is born which in a few weeks develops the 
diaease. These different resulte are undoubtedly due to the degree of 
severity of the infection from which the mother is suffering. When 
sypbilitjc children are bom alive, they are apt to be amah and poorly 
nourished, and show acme form of syjjhihde, most frequently the 
pemphicoid. If not found at birth, it will almost invariably develop 
later. Its seat is on the bands and feet and about the arms. From 
these points it spreads over the entire body. 

Mautrial Poigoniag. — Children bom in malarial districts are frequently 
feund with enlarged spleens, and oases are related where regular parox- 
ysms occurred in utero, the frequency varying with the type of the 
malady. 

Lfad-pohoiiiiig and seiccr-f/as paisom'njj also affect the fistua, but as 
a rule cause abortion. 
Wliat iiuurles may the fistus meet with in ntero 7 

Fractures, either from fiiHs or blows received by the mother or from 
defects of ossification and non-union in the epiphyses. Contusions and 
lacerations are also seen, though rarely. These are the result of injury 
Buatained by the mother. 

Congenital or liitra-uteritie Am^ntationn. — A child may be bom with 
any one_ or all of the four extremities absent. It is believed that so- 
called intra-uterine amputations arc caused by constrictions of the 
extremities by the urabUical cord or bands of false membrane. The 
latter theory is held by most. 

MOLES. 
Wluit aie molea ? and what two varieties are seen ? 

A mole is a fleshy iiiiiss of viirinblc si^e developed in the uterus and 
"" kinds — true 

Describe the tme moles.* 

(1 ) Hydatid or Vmcular Mole* have already been described. 

(2) Oca Moleg.— These are merely blighted ova, and oft«n become dis- 
solved in the liquor amnii and pass away surrounded by blood. On 
microsranic examination chronic villi may be found. 

_ (3) FlaceiifttI J/o?f*.— This form is found most freq n en tlv after abor- 
tion. A small portion of the placenta remains in utero, which after a 
time separates and passes away. 
Name the classes of false moles.t 

(1) SanffiiiiiroitK, which arc merely blood-clots. 
■All tme mo!o» arc oonnect<:c] with ponctiptlon. 
tPalao moles have iiathiug wbittever to do with i 
iBd in V ■ 
i— Ob>. 
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(2) Fle*hy Moles. — These mnast of fibrin, and arc simp); blood-clots 
with the »!ruin and coloiiag: matter sineesed oui. 

(3J Decidual .tfo?e!.— These are masses of detidual ttsne. 

ABORTION. MISCAEEIAQE, AND PREMATURE LABOR. 
Wbat is abortion or miscairiage ? 

Abortion or miscamage consists of the cspulsion of the fittns before 
it is viable. Many coDsSder the period of viabiUly lo be the sixth 
month, others the seventh, so that by some any labor ot'cmrine before 
the seventh month would be called a miiicama.^ Up to the end of the 
third month the oviun ifi usiuUy expelled entire. After this time the 
placenta generally comes away after the fcetos. 
Wb&t can yon say in regard to the frequency of abortion, and ia 
it more common in primlpane than in multipara? 

As an abortion occurrin); during the early weeks is likely to pass un- 
noticed, we do nut really appreciate the great frequency with which the 
accident occurs. It has been said that 90 per cent, of (he married 
women who live to reach the menopause have at some time or another 
aborted. There is much discrepancy of opinion in regard to the lie- 

Juencj[ at different periods of pregnancy ', However, the m^ority are of 
le opinion that abortion occurs most frequently between the second and 
fourth months. It is much more common id muJtiparsB, aod is said to 
be more trequeatly met with lu women who have borne three or four 
children. 

How may the causes of abortion be divided ? Name them. 
I. Maternal; II. Paternal; III. Fcetal. 
I. The maternal causes are — 
(1) Artificial. — Violent eiereise, coitus, lifting heavy weighta, cough- 



I 



i, the u-se of a sound, 



ing, vomiting, blows, falls, compression by o 
sod applications to the cervix. 

(2) through the Blood. — Fevers of all kinds, especially the eruptive 
and those accompanied by high temperature ; syphilis, anaemia, poison 
of lead, mercury, or sewer-gas, malaria, albummuria, and the use of 
medicines. 

(3) Through the. Nervous System. — Shook, eonvulaions, over-suckliug, 
and many nervous disorders. 

II. P'lteni'il. — Syphilis and coitus. 

III. Fatah — Diseases of the amnion, chorion, placenta, and cord, and 
anything causing the death of the fcetus; placunia prievia. 

What ia the most frequent cause of abortion? 

Syphilis produL'ea by far the greatest n 
limy operate throufili either the father or 
What can yon say of the mortality reaolting from miscarriagsB ? 

This depends considerably upon the causes, also somewhat on the , 
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period of pregnancy. Dangera arise from hemorrhage, local inflam- 
mation, and septic mfection. When the abortion is due to maternal 
cauaea or when legitimately done, the mortality is exceedingly small. 
On the other hand, wheQ criminally done it is very great, as the woman 
usually places herself in the hands of an inexperienced physician, and 
very likely keeps on her feet until the pains begin. This, with exposure, 
makes the mortality as high as 5(1 per cent. 

aive the aymptoma of abortion 7 

Early abortions resemble very much a profuse menstruation, and may 
give rise to no sym^ptoms, or the patjent may cumplain of a sense of liil- 
nesa about the thighs, which is described most frequently simply as a 
feeling of discomfort. On account of the congestion in and around the 
uterus there will be a tendency to frequent micturition or defecation. 
The cervix willbe soft and putulous, and possibly the os slightly dilated. 
When the accident occurB lat«r in presnancy, there are two constant 
symptoms, and their pi'caence, with a history of the ease, makes the 
diagnosis easy. These arc pain and hemorrhage. The latter occurs 
first, and is a necessity ; the former is due to uterine contractions. Oc- 
casionally these may_ be preceded by a feeling of malaise, headache, cold- 
ness of the extremities, and a slight rise of temperature, but these 
symptoms arc vague and unreliable. 

Bow would 70U make a diagnosis of a threatened abortion ? 

A histnry of the stoppage of nienatrualion for only one period per- 
haps, associated with the early signs of pregnancy, a hemorrhage from 
the uterus, and posably some pain, would justify one in concluding that 
abortion was threatened. After tlie diagnosis of pregnancy is certain 
the difficulty in recognizing an impending miscarriage is slight. There 
is a sanguineous discharge, and tnere may be pain. On examination 
the uterus is found low, the cervix patulous, the os is perhaps dilated, 
and the vaginal vault feels tense as though it were on the stretch. 

How would yon make a diagnosis of inevitable abortion 7 

Unfortunately, the diagnosis of these cases is extremelj; difficult — un- 
fortunately, for when an impending abortion becomes inevitable the 
treatment is materially different. If the hemorrhage be free and per- 
sistent, if there be considerable p^n, and on examination the os is found 
dilated, abortion will usually occur. However, in spite of all this, there 
are cases where the hemorrhage and pain have ceased, the os has re- 
tracted, and pregnancy has gone on to full term. The only two con- 
ditions which can be said to render the abortion almost inevitable are 
the rupture of the membranes and the death of the foetus. Neverthe- 
le^H, finding the following conditions present, we may feci pretty sure 
that abortion is inevitable : vie. severe pain, peraistcnt hemorrhage, and 
adilatedoe. 
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How would yon m&ke a diaEnosls of tncomplete abortion? 

In these cases we get a history of pregnancy, followed by pain, hem- 
orrlia^c, and the paRttago of blood-clots. Upon careful examinalion the 
latter are foond to contain un ovum considerably advanced, but no pla- 
oenta; or perhaps some shreds of tissue and membrane are found. The 
oe will be dilatea and the hemorrhage continuing. Paflsing the finger 
into the cavity of the uterus, we fee) shreds of membrane adherent to 
' mer surface or a portion of the placenta or perhaps the whole of 
If this is discovured the diagnosis is made certain. 

How would 7on make a diagnosis of complete abortion ? 

Wiicii the abortion ha-s been complet* the hemorrhage ceases, the 
utcrtui contracts firmly, the os closes, and the pain ceases. 

What is the treatment of the different forms of abortion ? 

In a L'aae where repeated abortions occur look for a cause. If the 
patient be syphilitic, treat this condition from the beginning of her 
pregnancy. Uive her 

Red iodide of mercmy, gr. ^ ; 

Iodide of potash, gr. s. 

Sig. T. i. d. 

The iodide of potash may be run np to gr. xx or Sss, t. t. d., without 
ityury. 

Another good treatment is by inunctions of the oleale of mennuy. 
Where no spedfio cause is present, but the abortions occur time after 
time, keep the patient in for the few days during which she should 
menstruate, and allotr her to take no exercise for several days befiuv 
and Buccocding this tima Do not allow her to have intercourse during 
the first four to six months, at any rat«. Guard a^inst nervous shock, 
extreme physical exercise, or anything that might irritate or congest the 
uterus. If a displacement of the uterus is present, restore it to its nat- 
ural [Kwitian, and keep it in place by a suitable pessary until its increas- 
ing size prevents it again becoming displaced. Diseases of the uterus 
and tubes must be treated before impregnation has occurred. 

Two principles are to be observed in the treatment of all cases oF 
threatened abortion, unless IVom a very foul-smetling discharge we know 
the ftetus is dead, in which case it should oome away. These are abso- 
lute reM. both mental and physical, and the administration of drugs 
which will allay nervous sensibility and weaken muscular action. The 
first is obtained by placing the patient in bed in a darkened room; the 
seooiid, by giving opium, chloral, and the bromides. Opium may m ad- 
miniBtered by the mouth, by the rectum, or liypoilermieaH>-. A Twy 
exoellcnt method of administration is in the form of supposUories pven 
ftr rectum, bearing in mind the fact that women about to sboit a 




HEMORKHAOE9 OP PREGNANCY. 69 

rule display a marked tolerance of the drug, so that the doee must be 
Urge. With the opium we may combine moderate doses of chloral and 
the bromides. The fluid extract of viburnum prunifolium in 3] doees 
haa been much used of late, and with some good results. If the bleeding 
Btopa and pain ceases, you may feel pretty certain that the emergency 
haa passed. However, the woman should be ke];t in bed eight or ten 
days longer and at each succeedm^ menstrual period. As soon us you 
feel certain that no hope of checking the abortion reraainB, the treat- 
ment must be radically altered. The administration of an^ of the above 
drugs is absolutely contraindicated. If hemorrhage is free, a tampon 
must be immediately introduced. The best material for this is sterilized 
cotton made up in small rolls, and just before their insertion immersed 
in a solution of bichloride of mercury, 1 : 5000. Use a Sims speculum, 
and begin to pack closely in the vaginal fomices and in front ol the cer* 
vis, Afler filling the whole canal apply a T-bandage. This may be al- 
lowed to remain from eight to twelve hours, and npon its removal the 
ovum will usually be found to come away with it. If not, give a, douche 
of bichloride, and apply another. If the hemorrhage is slight, it will 
not be necessary to iise a tampon. If ihe ovum haa been passed and 
the hemorrhage continues, place the woman under the influence of 
ether, give a vaginal douche, dilate the cervix if it he not already di- 
lated, and with a dull curette clean out the entire uterine cavity, after- 
ward irrigating it thoroughly with a solution of earbolic acid, I : 100, 
made up with hoiled water. The after-treatment of abortion m exactly 
similar to that pursued after a normal labor at term. 

What is a pTeiQatore labor? 

It la the expulsion of the child after the period of viability is reached, 
but before fiill term. Premature labor is conducted, goes through the 
same stages, and lcrminalei< just as a labor at fiill term, so that a further 
description oF it here is uimci'cawry. 

HEMOBRHAGES OP PHBGNANOY. 
What forms of hemorrhage are met with during the first three 
tnonihs of pregnancy ? 

We have ( 1 ) hemorrhage from the healthv mucous membrane of the 
vagina and f\\e cervical canal. This mayl^e of no moment unless it 
occurs from the upper 'ioae of the cervix, in which case it will very likely 
lead to abortion. This form of hemorrhage usually takes place during a 
menatrual epoch, and leads the woman to believe she is menstmating, 
It is associated with no pain, and la due to a high arterial tension. 

The trmtmetit consists in lowering the tension by the admtni at ration 
of iodide of potassium In gr. xx dosca, 1. 1. d.y saline laxatives, and the 
infusion of digitalis. 

(2) Hemorrhages associated with ulceradona, erosions, and Iwerationa 
of ibe cervix date back before the pregnancy, but seem to be agpAyatai. 
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by tho Iiyperaeniia due to tlie pregnant conUition. Tin; cimilitiun . 
rciulily r(}[!Oi:nizcd by an ciamiuittiou through the speculum, anil tho 
lii'iiiiiifiil is purely loeal, consiHting in the applitjation of tincture of ido- 
dini; or jifrsulpliate of iron. 

(3) lu hemorrliage occ\irring with prinian' cancer of the carvis the 
cervix has an irregulur indurated feel and bleeds freely upon the intro- 
duction uf a Bpeculain. There may also be a foul-smelling discharge. 
This form of hemorrhage, dae to malignant growths, is naturally foimd 
rather late in life. If the woman be three months pregnant or leae, abor- 
tion should be induced. If further advanced and the growth be localized 
and over a small area, it may be removed with the galvanic cautery. This ' 
is not likely to produce ahortjon, though it may. When the disease 
seems more extensive the question of an immediate hysterectomy, or 
waiting until the child ia viable and then doing laparotomy, will arise. 

Ihiring the last six months two kinds of hemorrhage are met with : 
(1) accidental, and (2) that due to an abnormal implantation of the pla- 
centa, or placenta prsevia. This is also called unavoidable hemor- 

Oeflne and give the causes of accidental hemorrhage 7 

An accidental hemorrhage is that due to the premature detachment 
of a normally situated placenta. Two forms are met with : in one the 
blood finds its way between the chorion and decidun and escapes through 
the cervix : this is called the open form. In the otiier or concealed i'orm 
the blood does not escape through the os, but collects within the uterus. 
The separation of the jilacenta is, as a rule, only partial, and, although 
there is usually an esciting cause, it genemlly occurs in women whose 
constitution has been undermined, perhaps from some chronic disease. 
It may be the conaequenee of general diaeaso, such as scarlet fever, 
typhoidor typhus fever, and smalT-poxj orof locatdiseasCj as acute yellow 
atrophy of the liver, nephritis, etc. In the large miyonty of eases it is 
the result of undue exertion, blows, falls, stniins, liflmg beav;^ weighl«, 
coughing et«. It is rarely found in primiparte, and almost invanably 
only dunng the last two or three months of pregnancy. 
(Mve the symiitoins and diagnoHlB of the open foim. 

There may be a history of iiyury, followed, though perhaps not im- 
mediately, by o moderate or severe hemorrhage, and probably^ some pain 
over a localized portion of the uterus. A vaginal examination reveals 
the fact of a normal feel to the cervix and lower segment of the uterus, 
and also that this organ ia the souriie of hemorrhage. Thia, with the 
history, makes the diagnosis easy. 
aire the Bsmiptoma and diagnosis of the concealed form. 

There are extreme collapse, exhaustion, perhaps syncope, pallid face, 
cool or cold extremities, aisturbed respiration, and a small, rapid, and 
feeble pulse. Accompanying these there is excessive pain over some 
portion of the uterus, ana in some cases its seat is marked by a promi- 
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neDce caused by the accumulated blood. TLe luciJiziid puin and the 
tumor arc apt to be present when the placental dctachmctit has been 
central, and the margins, still remaining adherent, keep the blood con- 
fined to this small area. If the edge le detached, the blood flows out 
between the uetubraue and uterine wall, causing a severe ]iain from ovcr- 
difltension. Ciisea are roeorded whore the blood flows into the ftetal sac 
through a rent in its menibranes. 

What can you sajr of the prognosis, and how would you treat a 
case of accidental hemorrfiage ? 

When the blood appears externally the jirognosis is not very unfavor- 
able. However in the concealed form it is very grave. In all cases it 
is much worse for the child than for the mother. The infant mortality 
is about 90 per cent., while the maternal is about 50 per cent. 

Hemorrhage from the uterus can only cease by a contraction of itsmusou- 
lar fibres, thus closing the orifices of the open vessels; therefore, im- 
mediately when a cose of accidental hemorrhage is seen, whether the os 
be dilated or not, rupture the membranes and apply an abdominal binder. 
This latter acts in two ways : first, it prevents the uterine cavity Irom fiU- 
it^with blood, and secondly, causes contractions of the organ on account 
01 the irritation trom its pressure. If the hemorrhage now ceases, do 
nothing more. Labor will usually come on within a few hours, and 
should DC conducted as an ordiuarv case of late abortion. If the hemor- 
rhage coDtinues, deliver as rapimy as posBibl3. When the cervix ia 
enough dilated to allow of version beinc performed, turn and deliver. 
If not, dilate with Barnes' bags. Should the uterus not contract firmly 
afler the birth of the child, and should hemorrhage continue, give an 
intra-uterine douche of carbolio acid, 1 : 100, or bichlor., 1 : 8000, at a 
temperature of 120° F. Compound tincture of iodine, Sj-O,), may be 
added to the douche should the hemorrhage persist. Then tiill doses of 
ergot must be given, though near mihl the child is born. The colUpse 
should be treated by warmth to the surface, alcohol and hot water inter- 
nally, rectal injections of warm water, and ether or alcohol hypoderm- 
i^iy if necessary. The aller-treatment, as in all cases of hemorrhage, 
consists in nutritious diet, good hygenic surroundings, and iron Inlemally. 

PLACENTA PREVIA. 
What la placenta prsria ? 

The placenta is ' ' pr.evitt ' ' when situated in the lower segment of the 
uterus, so that a portion of it lies partially over or completely covers the 
internal os ut«ri. When entirely covering the os it is said to be com- 
plete or central ; when only partially covenng the same, it is called mar- 
ginal, partial, or incomplete placenta pnevia. 
How fresnently does placenta prseria occur? State the causes. 

Tlie proportion of cases of phiccnta privvia is about I in 1000 or 12IW 
It occurs much more frequently in multiiiarsB than prim- 
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i|mrmi and In more frequent amonp the poorer classes. This is ex- 
philMWcl by the fivet that women in the lower walks of life are obliged to 
mi \\\) too 1*0011 alitor doliverv, leaving the uterus in a condition of sub- 
Ul volution. It Ih uIho more otien seen in women who have borne children 
In rapid nuiHJimHlon and whoso uteri remain abnormally large. Thus 
thti WUHW >*oumH to be a large uterus, though disease of the endometrium 
aiul uterine eontractions oueurring soon after conception are also given as 

DoAortbo tho lymptomi of placenta pr»Tia. 

Ilemorrha^ id the one important and oharaoteristio symptom. This 
lUiU' iHHiuv d\UMnK (irognanoy or not until labor has begun. The quantity 
of Wmwl Kwt unw be but small^ at first, and the hemorrhage is spon- 
t««*HU^v anvjitoifj or within a few daj'S or weeks there will be a recur- 
x^\\<^y M\\\ tvaoh \m0^ if the watient survive the first loss of bloody the 
quMUUtv i» i«04\mi»tHl The luooil is bright, and the loss is associated 
with m tho ^u^Tal j^vmptoius of hemorrhage.. There is no pain, and 
\h^ tli^w iu*<v. «nd usually does, oivur without an^' appreciable cause. It 
u^Mivv tim^ ukt\» [Jai'e during what should have been the menstrual 
l^ii^riiHlx i^nd \i?4\ia% not \uit51 alter the sixth month — frequently a few 
>KW>k* WU«>^ w <>Y\>n during, labor, 

Whiil Ui tht tnua^diaU canae of the homonrliago and the source 

V^i^ ih^vri^ h^v^ U>«>n advmieed to explain the cause of the hem- 
vticvt^^s^ iu |4^ik0^f^ia i^n^Yias K>* sMme it b thought there b a lo^ of pvo- 
l^vrth'^^ Wlw^^ iW i^^ivut^ aiui ut^^iss and oeoetssmty a sepaiation 
wom^ ThW i:^ ^i Kv ^>nK» to b^ dn<» to a nM«>e^ rapid deTV^Miieflit of 
iW ^tt^iM^ >N^ than vdt iW )4ao<^tal ib^ue vO^i^nx^ whue otlieis 
«cImm iHal iW (4*i.v«iia ii^f )C«v»k^ nKVK» raj^^dty liuui ihe Vo^iwr gggnent 
v^ iW ^^^4^1:^ ^HMtvet^^ ; ^^ht^ ;l^a)n^ iKmk ihe Kewontiagie due to 
<^¥RMi^ ^tl^-i^ $ix^ t^ K^ a<v%k4M;jd V*e«iMnli;j^;«etSv oal^r iKan tlMse cuecs 
^M^ ii^<M^ a|^ tvt v^l'i^tniu^ wW«i iW |4jKVMa )^ :iubi»iMm»3t:r ^MtMd lov 




111 1^ Mm^ IkT^inM^ In li^MiMa iKvm ^ ant 

^Mtt< ^ ^' "^ W^rt- V«*fyvft:j; «iA^/q^ ^«iriiiitt$»r "t^ muOfmiiii! im^mmF 
Himm ^UNm ^f^ Wi4i>ik»s TUt pjnm }mU\^ t^ -^iji )«W!r li^ dnr iw^ 
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the uterine ainuaes ; (3) extreme snajinia from hemorrlmge ; (4) fiirin:!- 
tiona>f large thrumbi, which deeominjse. It ia never justifiable to iiUow 
a pregnuncy complicated by pkcenta prtevia. to continue. 

How would you diagnoae and tre&t a case of placenta preevia ? 

The diagjiosis may be made first by the sudden occurrence of a hem- 
orrhage from the uterus with no apparent cause and associated with do 
pain or Irreguiar conlour of the awomen, and secondly by the vaginal 
examination. Upon the introduction of the finger, if the os be dilated, 
the placenta may be felt as a soft, boggy mass through which the pre- 
senting part is only indistinctly appreciated. Tliis con be readily differ- 
entiate from a blood-clot, which is readily broken down by slight pres- 
sure of the esamining finger. On sweeping the finger about close to tbe 
utenne wall the diagnosis of a central irom a margmal attachment may 
be ascertained. If the cervix is tightly closed, it will be Ibund to have 
a boggy, cedematouB feel ; aacarcely recognizable presenting part, is found ; 
and, though it be associated with difficulty, the finger can usually be 
pushed through the os and the placenta felt. 

Treatmmf.—Do not adopt an espeetant plan and wait, but proceed at 
once to deliver the woman. Authorities differ on the subject. Many 
advise, if the child be not viable and if the hemorrhage be alight, using 
means to check the hemorrhage and allow the pregnancy to continue. 
These place the woman on a hard bed, apply lee-oloths to the lower part 
of the abdomen, gtv? acidulated drinks, and keep her at perfect rest. 
This might be permissible in a hospital case, where tbe patient is under 
close and constant observation, but when not under these surroundings 
it should never be considered, for a hemorrhage might occur at any time 
and death result before aid could be summoned. 

When delivery iB decided upon, one of several courses may be adopted : 
(1) Tamponing the vagina; (2) rupture of the membranes: (3) separa- 
tion of or boring through tbe placenta and doing venaion ; (4) induction 
of labor by the mtroduction of a gum-elastic bougie and by tamuoning 
the vagina. Kach individual case will suggest the method to be adoutetT 
If the nemorrhage occurs when labor has begun, and the cervis is dilated 
sufficiently to allow the introduction of two finders into the uterus, and 
if the placental attachment be only marginal, introduce the hand into 
the vagina, pass the two fingers through the cervix, push the edge of 
the placenta to one side, rupture the membranes, and by combined 
manipulation do a podalio version. (The bipolar or Braston-Hicks 
method of version will be described later.) Pull down a leg and allow 
the labor to progress. This half breech acts as an efficient tampon, and 
will check tne hemorrhage. If the attachment be central, push the 
fingers through the placenta and proceed to pull down a leg_ as before. 
If the hemorrhage occurs before the os is dilated or before it is dilated 
enough to allow the introduction of the two fingers, and if it be severe, 
introduce n vaginal tampon, and allow it to remain six or eight hours ; 
then remove. By this tjme the labor-pains will have begun, and the 
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cervix will usually be BufKciently dilated to allov of the version being 
perfomiBd. If not, introduce a flexible bougie, and allow it to reqimn 
in the uterus until labor is well under way and the cervix sufficiently 
dilated la permit a version to be done. If tbe cervix is not dilated, but 
the bemorrhage ceuses, the introduction of the bougie is indicated with- 
out tamponing, as this excites aterine contraction. 



CHAPTER IV. 



PHENOMENA. 

Define the term "labor," and state the most modem theories as 
to its cause. 

Labor in the act b; which the fcetus and its annexes are expelled from 
the maternal organism. The causes are clasaiBed as— (1) determining, 
and (2) efficient. Among thb determining causes may be mentioned 
fatty degeneration of the decidua which occurs at the end of pregnancy. 
Through this degeneration and Eeparatton tlie nerves over tiie mterior 
of the uterus beoime irritated ana excite contraction. Another theory 
is that the extreme distension of the uterus causes its contractions ; still 
another has attributed it to an ovarian exdl^ment at a menstrual period ; 
and another to a fatty defeneration in the placenta and an occumidation 
of carbolic acid in the sinuses. However, no single theory has as yet 
been advanced which is not open to many objections. 

The efficient causes are two : contractions of the uterus, aided by con- 
tractions of the abdominal inuBcles. 

What is the character of the uterine contractions and the value 
of the intermittent pains 1 

The uterine contractions or labor-pains (for the words arc used synon- 
ymously) begin in the lower part of the back, pass around the abdomen, 
and at times down the thighs. At first occurring at regular but infre- 
quent intervals, they gradually become stronger and more I'rcquent until, 
toward the termination of labor, but a very snort interval occurs between 
the contractions. These contractions are absolutely involuntary, but may 
be infiuenced by mental impressions. They may be completely ohecked 
for a time or their povf er lessened by the appcamnce of a stranger in the 
room, u sudden aurpri^, or a disagreeable communication. Koch oob- 
troction begins and gradually increases to its maximum intensity; the 
uterus becomes tense and ngid, then relaxes, and the pain slowly sob- 
aides. The contractions are said to pum in u wave from the lower (one 
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Qpn&rd by a peristaltic action, then return downward. And thcj alter- 
nate in seventy: first, a Bevere, then a moderate contraotion. 

Nature |iruvidtia for ths inttirmitteuco of the paina, for no woman 
could Burvtve an ordinary labor were the contracdonB continnous. Nor 
could the child, for preaBure upon it and the narrowing of the utero-pk- 
oental vessels during a eontraction so interfere with the circulation that 
asphyxia and deatli would result were they not intermiltent. During 
the intervals tlie patient regains strength and the uterus retuma to its 
oval shape ; respiration beromes more nearly normal ; the pulae, which 
has been accelerated daring the pain, slows ; and there is a general re- 
laxation of the whole muscular system. 
What BiguB or eymptoms precede the beginning of labor? 

Occasionally there are none, but as a rule a few dors before labor 
begins there is the so-called "tiiliingof the womb." The inferior seg- 
ment of the uterus sinks down into the pelvic cavity and the fundus re- 
cedes from the diaphragm. The woman notices that the waist, which 
has been continually growing larger, becomes smaller, and respiration is 
easier. On account of this descent bladder irritability is apt to be more 
marked, and a vei^ Ireciaent desire Ui micturate is noticed. (Edema of 
the lower extremities is likely to be aggravated, and if hemorrhoids be 

E resent they become veiy troublesome. A diarrhoea may occur. A few 
ours before the uterine contractiona begin the uucoue discharge from 
thb cervix is more abundant, antl may be tinged with blood. This is 
called the " show," and, if noticed, is a pretty sure sign that labor is 
not far off. On vaginal examination the lower uterine segment is found 
lower down in the pelvis, the cervix can no longer be felt, and an ex- 
cessive mucous secretion is observed. 
Wliat are false pains 7 

They are the pains which occoaionally occur near the approach of 
labor, and may be mistaken for tnie labor-pains. They are distinguished 
from the latter by the fact that they are confined to some portion of the 
abdomen, are very irregular in frequency and severity, and are not asso- 
ciated with n dilatation of the os, nor is any "show ' present. 

What are the stages of labor 7 

Tlie course of a labor from the time the flrat pain begins until the 
placenta is bom has Wn divided into thriv stapes. TUe Jiril begins 
with the true uterine contractions, and ends when the cervix is com- 
plebiy dilated. _ The second begins with the complete dilatation of the 
OS, and ends with the birth of the child. The lliinl is the period Irom 
the birth of the child to the permanent contraction of the uterus afler 
the delivery of the placenta and membranes. 

What influence hare the pains of the different stages upon the 
physical condition of the mother 7 
The pains of the lirxt liiuge ul' labor are entirely under the njntrol of 
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the Bympatlietiu nervous xysteni, are involimtAir, and therefore oanse 
little or no exhaustion of the vitality unless very loug continued, and 

even theu the exhaustion is owin^ tn the luck of sleep and rest more 
than to the pains. Huwever, during the second sta^ the cerebro-spinal 
syatem comes into play along with the sympathetic, and during each 
uontraution the woman strains. Now the exhaustion begins, and a very 
prolonged second stngc may give rise to extreme prostration. 

Describe the flist stage of labor. 

As the jiainfiil uterine oontraotiona commence dilatation of the oervix 
and OS begins. Usually slight and infrequent in the beginning, the pains 
gradually increase in seventy, frequency, and duration, unlif, as the os 
approaches complete dilatation, a very short periml intervenes between 
them, and each contraction is severe enough to call forth a ory or a groan 
&om the mother. During this stage the woman is not confined to the 
bed, but is sitting up or walking about. The amount of pain experienced 
varies greatly acconling to the temperament of the patient In neurotic 
women it is generally vcrv great. The dilatation may he aocompanied 
by nausea and vomiting which are of a purely reflex choracler. Usually 
the secretion becomes more stained with blood as the dilatation of the 
external oe progresses. This may be due to alight lacerations of the as 
or to more serious tears of the cervix. As a rule, when the dilatation is 
nearly or quite complete spontaneous rupture of tho Eininiotic soo takea 
place, and most of the liquor amnii drains away. If a vapinal examina- 
tion be made at the beginning of labor, the dilatation will oe slight, and 
both orifices of the cervix may be appreciated, but as labor advances the 
cervix becomes thinner and thinner until nothing but a thin circular ring 
can be felt During a contraction this becomes very hard and protrud- 
ing ; through it can be felt the tense hemispherioal bag of waters. It 
occasionally happens that the amniotic sac ruptures prior to or very 
soon after the beginning of labor. In this case the labor is called a 
"dry" one, and is usually much prolonged. 

Describe the second stage of labor. 

As soon as the os has become completely dilated and retracts over the 
presenting part the character of the pains alters materially. With each 
uterine contraction the patient takes a deep inspiration, and involuntarily 
grasps with her hands the edge of the bed, the bed-elothea, or the hand 
of Bonie bystander, and, bracing her feet, strains or bears down. In this 
way the alidominal muscles are brought into play, and with each contrac- 
tion the presenting part descends into the pelvis. As the head pnaees 
the pelvic outlet the vagina dilates and the perineum begins to stretch. 
With each contraction, which now becomes stronger and more frequent, 
the tension of the perineum increases and the vulvar orifice expands, ex- 
posing to view a part of the head. During the intervals between the 
pains the elasticity of the perineal structures pushes the head backward 
Wid conceals it from view until the succeeding contraction of the uMnu ' 
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Owinc to thiB recession and advance the dangers of laceration 

ILK diminished, as the parts have an opportimity to become thoroughly 
stretched ; and this m carried to a marKeil degree, owing lo their great 
dilatability. The urethra is pushed upward; the anterior wall of the 
rectum biilRcs, and if fiecal matter be present it is espelled. The crown 
of the head now protrudes farther, and does not recede in the inten'als 
between the pains, and finally, during the height of a contraction, the 
head slips over the perineum. The shoulders and remainder of the body 
are soon espressed, and the birth of the ehild is followed by a sudden 
flow of amniotic fluid mixed with blood. The contractions now cease for 
a time, when the third stage of labor begins. 

Describe the third atage. 

It occasionally happens that immediately the child is bom the placenta 
follows or is forced out of the uterus into the vagina. However, as a 
rule, the intermittent uterine contractions cease for a short time aiter the 
birth of the child, but soon begin again. The muscular fibres retract in 
all directions, and the placenta becomes separated and eventually es- 
presaed- The maternal vessels are naturally torn by this separation, but, 
owing to firm, tonic contractions of the walls of the uterus and the forma- 
tion of coagula in the mouths of the vessels, hemorrhage is prevented. 

yfhaA effects lias lahor upon the mother 7 

The appetite is lessened or wholly absent. The secretion of urine is 
increased. The perspiration is increased. The l«mperature is elevated. 
Mental disturbances^ ottcn to a marked degree and very variable in their 
character, are sometimes present. 

What effects has it upon the child? 

During a ul^rine contraction it is compressed, the placental circulation 
is interfered with, tlio fcotal heart beats more slowly, and partial asphyxia 
remilla. The head is compressed during its passage through the pelvis, 
and its shape is altered. Meconium is often discharged from the rectum, 
and the bladder evacuated during or immediately following the birth of 
the body. 

What can you say in regard to the duration of labor 7 

The duration of labor is influenced by many circumstances referable 
to both mother and child. Age| civilization, mode , "'' ' '■' ■' 
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mine the duration. First lalnra are almost mvanably longer tlian sub- 
sequent ones, and in old ]>rimiparBe they are usually very prolonged. 
The average duration is said to be from twelve to fifteen houra. In 
primipane labor may l)e lengthened to sixty or seventy hours in exeep- 
tional cases. The ratio between tlie first and second stages is, roughly 
> gWlMng, 5 t " 
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PRESENTATION AND POSITION. 

Wliat is understood b^ the words " presentEitioii " and 
tion ■' ? 

By " presentuti'in " is underatoixl the part oi the child which offers 
itMlf or presents at the superior strait or inlet of the pelvis. There are 
three reooenized presentations, nil of whioh are subdivided : (1) those 
of the head, which are most frequent ; (2) those of (.he pelvic extremity, 
uext in frequency ; (3) those of the trunk, which are tlie least frequent. 

By the l«nn " position " is understood the relation of the presenting 
part to, certain fi^ed points upon, and the diameters of, the superior 
strait of the pelvis. 

Why does the head present most frequently ? 

The head presents in over 90 per cent, of all cases. BxplanationH for 
this are numeroua, but there are many objections to each. Pajot's law 
of auuommodation is considerod one of the best reasons for the great 
frequency of vertex prescntationa. It is this : " When one solid bod^ is 
contained in another, and if the latter is alternately in a state of motion 
and of repose, and if the surfaces arc ronndcd and smooth, the included 
body constantly lends to accommodate its shape and dimensions to the 
shape and capacity of the containing bod^." 

The fact that the centre of gravity IS situated nearer the head of the 
ftotus, tending to cause this part to lie in the lower segment of the ute- 
rus, is considered by some the cause. Others consider the reason to lie 
in the shap of the uterus and fcetal mass. The large extremities should 
eorreHpond, and if this ia the case the head must lie in the smallest and 
lowest portion of the womb. 

MECHANISM IN VERTEX OASES. 



There are four : 

(Ist) Ij. 0. A. (Fig. 11). — In this position the ocdput is directed 
toward the front and left Bide of the mother; the sinciput points pos- 
teriorlf and to the right sacro-iliaa joint, and the long diameter of Ihc 
head lies in the right oblique diameter of the pelvis. 

S3d j R. 0. A. — In this position the occiput is directed toward the front 
right side of the mother, the sinciput posteriorly and 1o the left 
sacro- iliac joint, and the long diameter of the neud lies m the left oblique 
diameter of the pelvis (Fig. 12). 

(3d) R. 0. /^— This is exactly the reverae of the first. The forehead 
IJoints to the left side of the mother, the occiput to the right sacro-ilino 
joint, and the longdiameter of the bead lies m the right oblique diam* 
eter of the pelvis (Fig. 13). ^^^^ ^^^ 
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(4th) h. 0. P. — This IB the reverse of the second position. In it the 
ootuput points to the lelt sacroiliac joint, the sinciput to the right mde 





R.D.A. 

of the mother, and the long dismel«r of the head lies in the IcH obUiue 
diamet«r of the pelvis (Pig. 14). 
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WUch iB tbfl most frequent of the vertex positions ? 

The first position, or Ij. 0. A. About 70 per cent, of all vertex cases 
present in tnrs position. The nest in frequency is the third, then llie 

second, and the least frequent the fourth. 

Nutnerousreasons have been given to a(«ount for the greater frequency 
of the fint position, of which the most rational is that the le^wJCvi^t^. 



Describe tlie mechaniHm of deliTery in the first position. 

For convenience of description the movements are usualiy divided into 
stages, though ordinarily these stages gradually' ran one into another, so 
that they cannot l}c made out in actual practice : (1) period of flexion ; 
(2] period of descent or engagement; (3) period of internal rotation of 
the head ; (4) period of descent and extension ; (5) period of external 
rotation of the head and internal rotation of the trunk ; (6) period of 
expulsion of the trunk. 

When labor begins the occiput is at the leh ilio-pectineal eminence, 
and the sinciput at the right saero-iliac synchondroaia. The back of the 
□hild looks forward and to the left side of the mother, and the abdomen 
backward and to the righL The head ia only partially flesed, bat as 
soon a& the uterine contractions begin this flexion becomes more marked, 
and there is substituted for the oucipilo-frontal diameter (41 inches) the 
subocuipito bregmntic {'Al inches), giving a gain of more than i mch. 




The reason of this flexion is owing to the fact that the vertebral column 
la not articulated in the centre of the skull, but nearer la the occiput, 
and, meeting equal pressure from beiow, and the force from above being 
transmitted through the vertebral column, the sinciput is forced upW^ 
Deaeent now occurs. The head becomes engaged in the pelvis, and Irom 
now on until its birth this movement goes on continually. The importdnt 
^*WTement of internal rotation now cakes place by which the long diiuB- J 
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eter of the lica^l bcconieB adajited to the longest diameter at the outlet 
oi' the t>elvis. This movement may not occur until the hea<1 has reached 
the perineum and is ahout to he horn. However, it usually takes place 
higher up, aud is due to several causes: First, aucordiog to Pajot's law 
of accommodation (p. TS), the head must accommodate its diameter to 
the diameter of the maternal pelvis. Secondly, owing to the direction 
of the inclined planes of the pelvis the occiput is directed forward and 
the Binoiput backward. Thirdly, the petineal influence after the head 
has reacnecl this body may greatly influence its rotatioD, if (his he not 
already complete. The head, having now reached the perineum, is bom 
by a process of extension (Fig. 15]. The occiput becomes fixed beneath 
the ^mphyais pubis and the fiice eweeps over the perineum. External 
rotation of the head, or reBtitution, takes place after extension (Fig. 16). 
The oodput turns toward the thigh of the mother, which corresponds to 
the Mde of the pelvis which it originally occupied ; in the flrst position, 
to the left thigh. The shoulders rotate, so that their long diameter is in 
the antero- posterior diameter of the pelvic outlet, the anterior or right 
shoulder becomes fixed under the syniphysia, and the left or posterior ia 
bom first. The shoulders being bom, the body immediately Mows. 

Describe the mechanism of delivery In the second position. 

In the s^ond position, R. 0. A., the long diameter of the head lies in 
the left, oblique of the pelvis. The movements are exactly the same as 
in the first position, excepting that the rotation takes place from right to 
left internally and from left to right externally. i 

Describe the mecluuiiain of deliTeiy in the third position. 

In the third position, R, 0. P., the occiput is directed backward and 
to the right sacru-iliac synchondrosis, the forehead forward, and the long 
diameter of the fcetal head lies in the left oblique diameter of the pelvis. 
The first movement is one of flexion. Then comes descent, which 
takes place more slowly than in the anterior positions. Rotation now 
occurs, and is usually prolonged on account of the distance through which 
the occiput must pass. It rotAtesfrom behind forward, and in this rotA' 
tJon natuniUy turns to He in the second position before it is completed. 
EstenMon, restitution, and expulsion of the trunk follow as in the pre- 
ceding |]osition, restitution taking place so that the occiput points to the 
right thigh of the mother. 

Describe the mechanism of delivery in the fourth position. 

In this position, L. 0. P., the occiput points pmsteriorly to the left 
sacru-iliac synchondrosis, and the long diameter of tlie head lies in (he 
ri^ht oblique of ihe pelvis. Flexion takes place, then internal rotation 
from left to ri^bt, durnig which the head coinea lo lie in the first position ; 
extension, restitution, so that the occiput points (o the left thign of the 
mother, and expulsion now follows. 

In the third and fourth positions it sometimes happens that fleua&. 
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is born over tlie perineum and the face under the symphj-BLH, not by a 
|irocosa of cxt<!nsion as in tlie preceding coses, but by flcsion. These 
lire oxtrcnioty difficult and tedious labors, and will be spoken of more 
fully liiUT. 
What is the caput succedoneum ? and how a it formed? 

It in an <cd(?mittoiis tumor of viiriublu B\ze developed upon aome pikrt 
of the fiDliil lieitd during labor. Its situation vanes aecording to the 
pn^wntiLi lull and position, ujid it is produced by an effiisiou from the ob- 
" ' 'tious oiroujation caused by the pressure upon the head. The 
x'urs on the uneompresscd part, and in the first mid fourth 
9 ailuiitcd upon the right parietal tmiie, wliile in the second 

t IB upon the letl. In prolonged labors, where the membranes 

have ruptured early, it is likely to be very large, and may be entirely 

absoDt in rapid labors. 

What alteraUona taka place in the head during labor? 

It ia moulded so that some of the diameters are iniTeascd, some de- 
eriMLsod. The oocipito-uicntnl and the oceipito-irontal are almost always 
diminished, and the suboccipilo-bregmatic may be. This mnuldms is 
efieotod by the overlapping oi the bones on account of their incomplete 
oesifico^n, and by the existence of the sutures and Ibntanetles. A few 
dnys atl«r birth the head regains its normal shape. 

ABDOMINAL PALPATION. 
What may be accomplished by abdominal palpation? 

By abdominal imliwition wi? uiay dLsi-ovec the ["ositioii of the fimdiis 
of thtf uterus, ihe rviative umiiunl of liijuor amnii, the position and pree- 
i^iitatiou of the fittus, and in mauy cii^'s wht'rv.' abnonualittes exist they 
may be rettiGed before labor begins. 
Describe biieflj the method of petforming palpation. 

The woman lies on her buck on a hard bed, or prefer!ibl.v a table, with 
her head and shoulders slightly elevated, the le^ flexed at the kmses awl 
the thighs on the pelris. The arms should he extended by the wontan's 
side, and the abdooien exposed from the waist to the pubee. The ae- 
ottchcur stands ou the nj/JW ade of tbu patient His hande ahuoU be 
warm, to prevent reflex abdominal muscotar cuNtnii-tinns. 

'l'li>' j"".-iiion of the timdus is first »ficertain.^d by phu-ina the hwad on 
the Abii'iim-n. immedinti-Iy above the symphy^i^. :uid carrying it upward. 
(.Kt^r (h>' ulertue tiuuof marked reeistani.'e is etKiiuiitt'n'd. hut thia ceaaos 
aU-\v the Ifvet of the tiindiis. We then seek fur the prMcnCinir part 
Thi^ i:^d'i[io by plai.Mng the hands flady upon the lateml wa&uf thealK 
di'miTi parrilli-l Co ckn iliac tijesnt, aixi Jowly deprassuqt llwo. After 
bating detwnnined the extKBi^- uf the fiami ■niit ~ 
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seek to find the position of the hack by passing the hands, one over the 
other, upward on each side of the abdominal wall. 

How is a vertex presentation recognized 7 

By deep downward pressure in the iliac fos&se a round, hard, and 
asaallj slightly movable mass is felt nearly in the median hno. This is 
the head. If the flexion be marked, it will be Doticed that one hand 
meets with less resistuDcc, and may be depressed mure deeply, than the 
other. This will bo upon the side toward which the occiput points, and 
is due to the fact that the opposite hand meets with the resistance of the 
forehead, which on account of the flexion must rise higher out of the 
pelvis. Passing t]^e handa upward, if the position be either flrst or sec- 
ond, the smooth, even, resisting surface of the back is felt on the right 
or left side extending nearly or ouite to the median line, while on the 
opposite side a non-resistine surmce is encountered, and many times 
some of the extremities of the foetus may be distinclly appreciated. If 
the portion be the third or fourth, part of the back can still be felt, but 
only a small area, and this lying more to the right or left «de. Much 
less resistance is noticed in the median line and on the opposite side, and 
the small parts are often distinguished over the anterior abdomen wall. 
Where the abdominal muscles are relaxed and palpation made ea^, as 
the hands are passed upward afler encountering the head they sink into 
a slight depression or furrow, the neck, and meet imniedia,tely above this 
the resistance of the shoulder. The breach generally lies in the opposite 
side of the fiindus, from which the occiput points below and tonns a 
rounded though larger and less resisting mass than the head. It may 
be distinguished from the head by the abaeuce of the furrow spoken of 
above, and the fact that near it, us a rnle, smidl parts may be felt. 

How may a breech preBentation be recognized by palpation? 

On depressing the hands in the iliac foss.'e we immediately appreciate 
a different condition than when the head presents. The mass seems 
broader, less rounded^ not so resisting, and, above all, immovable or 
nearly so. Upon passing upward no furrow is felt, and small parts may 
even bo made out nerc at the lower segment of the uterus. The back is 
recognised in the same manner as in normal vertex presentations. We 
then search for the head at the fundus. It almost- invariably lies to one 
side or the other, and may be distinctly felt with its tiirrow atlhe neck, 
and the shoulder lies immediately below. If there be a suOicient iiuan- 
titv of liquor amnii — in other words, unless the amount be very much 
below the normal— by placing the fingers over ihe head and by a quick 
movement depressing the abdominal wall, the head is pushed away and 
returns, strikmg the fimcers with an appreciable shock. This is called 
cephalic ballottemcnt. This same sensation cjinnot be gotten with the 
breech at the fundus. 

iThe (Ha^ruisit of the abdomiijal presentations and positions by abdom- 
inal palpation will be spoken of fiuther along, when thew ns tAtea.^cc<a. 
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DIAGNOSIS OP VERTEX PRESENTATIONS. 
Where is the festal heart heard moat diatiactly in the several 
positions of the vertex ? 
In the first position tlie point iif m;ixinmni iiitciiHilyof tht tictat heart 
is a small area, aituat^d about midway bctwcBn the umbiliuus and the au- 
tero-superior spine of the ilium on the left side; in the second posidon 
over a corresponding area on the right side ; in the third position, though 
the point of maximum intensity nta.y be the same as in the second, it is 
usually found farther around toward the mother's side. The saiae may 
be said of the fourth position, except that it is farther around on the 
left side, or over the same area as in the first position. In all vertex 
cases the icetal heart is most distinct at some point liehw a line drawn 
horizon I ally, .10 as to divide ihu uterus inio two equal parts. 

How may the vertex positions be dia^osed by vaginal exami- 
nation when labor has begun and the cervix is partially 
dilated? 

By introducing one, or preferably two, fingers into the vagina and 
through the cervix, if the membranes are ruptured, they come direcdy 
ID uontact witli the parietal bones. Now, by passing backward a narrow 
membranous interval ia felt, which is the sagittal suture. This should 
be traced by the fingers lo determine in which direction it lies. If it 
passes obliquely from before backward and irom the left toward the 
right, the position must be either the firet or the third, but if it paasee 
from right to left, the position will be the second or fourth. 

The suture is now followed lo determine the position of the posterior 
fontanelle, and, finding this, we know where the occiput lies. In the 
two anterior positions, the first and second, the posterior fontanelle ia 
felt anteriorly or nearer the abdomen of the mother, and may be distin- 
guished from the fact of its being smaller, more triangular-ahapcd, than 
the anterior, and running into it the arms of but three sutures are found. 
These are the sagittal and the two arms of the lambdoid. As a rule, 
unlesB the head be very small, the anterior fontanelle cannot be felt, as 
it lies too high up and too far posteriorly to be reached. This ia due to 
the extreme flexion. In the two posterior positions it is generally pos- 
aible to feel both fontanelles, owing to the lack of marked flexion which 
is ustially present in these caaea. Here it is necessary to distinguish 
between the two, and this may be done by feeling the four sutures run- 
ning into the aoterior fonlanellea — the sagitlal, frontal, and two arms of 
the coronal. This fontanelle is also much larger than the posterior, and 
is diamond-shaped, 

MANAGEMENT OP NATURAL LABOR. 
What should an obstetrical bag contain ? 

A wellerjuipped obstetrical bag sliuulil contain a stethoscope, a pwr 
f Ibrcepa, a set of hydrostatic dilators, a Davidson's syringe, eevaral 
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fiexibic rubber catheters and one silver female catheter, a pair of Bclasors 
and tape for tyine the cord, some Htnall and beavy catcut sutures, severul 
ueedles, a needle-holder, two glitss douche^nozElea, a riiulier douche-bag, a 
hypodermic syringe, and plenty of absorbent cotton. It should also oe 
prorided with bottles holdiii^ chloroform (|jv or Ivj) ; fluid extract of 
ergot ; pure carbohc acid, 5vj ; a solution of the Buhaulphate of iron- 
3iv ; a small quantity of Magendie's solution of morphine ; a solution of 
chloral hydrate, gr. x or gr. xv to the drachm; a solution of ergotin; 
ether and brandy for hypodermic use ; and tablets of corrosive sub- 
In choosing the room for confinement what points shonld be 
observed 7 
It should be large, well ventilated, well lighted, free from sewer-gas 
or olher unwholesome and obnoxious vapors. A room with a southern 
exposure, containing several windows, is most desirable, on account of 
the greater abundance of sunlight.it affords. Always, if possible, choose 
a room containing an open fireplace, and have all unueceasary furniture 
removed. 

What can you say in regard to the confinement bed? 

Choose a high, narrow cot, and have it situated so that you may get 
on all sides. U must bo away from draughts of air, and in such a posi- 
tion that good lieht is secured. The mattress should be firm, smooth, 
and free from all little irregularities. Over it is placed a rubber pro- 
tector, and upon this a. linen sheet. Under the woman's buttoolcs a 
second sheet, folded three or four times, should be placed to absorb the 
discharges. The coverings over the patient must be so arranged that 
they may be easily adjusted or removed if necesaaiy. 

Hot should a patient be prepared for her confinement? 

If the bowels have not Iwen moved very recently, an enema of one or 
two pints of warm water and n liltle soap should he given. Tlie genitals 
are tnen to be carefully washed with a solution of bichloride of mercury, 
and a warm vaginal douche of the same antiseptic, in the strength of 
I : ."iDOO or BOOO, should be given. An entirely clean set of under- 
clothing is to be pat on, and over this a loose, light wrapper. 



Fii-Hl, that everything is in readiness for the birth ; second, that the 
woman has been properly prenared for her confinementj third, the 
presentation and position of the child, the general condition of the 
woman, and the frei|nency, character, and strength of the uterine con- 
' ' is; (burth, whether or nut the child IB living. 
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How should the first ezamiiuition be made? 

Afl^r the physician has careAilly waehed aod dried his hajida he 
ehuuld pitli>atc aiiil auscult the (lalient'i) abdumeD, and <ilti:r a^in re- 
cleansing his hands and immerKiner ihem for a niinuie or mure in a soln- 
tiun of corrosive sublimate, 1 : lUtNj, he should make a carcfcd vagiool 
exajnination. If the labor-paiiis have begun, the lingers must be intro- 
duced dunng the interval between the L-untractious, and should not be 
withdrawn until the size of the pelvis, the anionnt of dilatation of the 
OS, and the presentation of the child have been carefully ascertajned. 
This latl«r vnll have been made out on palpation, as will also the posi- 
tion, but the formor may be confirmed by the vaginal examination. As 
a rule, the membranes are tense and bulging;, owing to which the exam- 
iner is prevented from appreciating the sutures and ISjntAnelles. Fur 
this examination the patient should lie upon the back. Now, if the 
pregeutatiou be normal, the cervix only slightly dilated, and the patient 
a primipara, the presence of the phyaidan is unnecessary, and he may 
with safety leave the woman for an hour or two, hut never unless he be 
within easy reach. 

Describe the management of the first stage of labor. 

During this stage the patient should not he eonfined to the bed, but 
encouraged to walk about the room or recline in a chair. If the stage 
be at allprolonged, she must he adviged to lake tbod in moderate qaan' 
titles. Beef tea, broths, milk^in fact, any lurht nourishments-should 
be taken at intervals to prevent exhaustion. Vaginal examinations are 
made only at infrequent intervals, and oiten enoujA for the attendant to 
ascertain the progress of dilatation. The bladder must be carefully 
watched, BTid if it becomes diatetided the catheter passed, as a full blad- 
der retards the labor by nearly or completely checking the uterine oon- 
tractions. As the completion of this stage is approached the pains 
become more frequent and severe and their character changes. Each 
contraction is accompanied by a straining or bearing-down effort, and as 
a rule the membranes will rupture spontaneously about this time and be 
followed by a gush of fluid. If the patient has not yet lain down, she 
should be placed upon the bed and a vaginal examination now made. 
If the cervix is found to be fully dilated, her wwpper must be removed 
and everything gotten in readiness for the birth. 

How iB the second stage of labor to he managed ? 

The lirst thing to observe when the second or propulsive stage has 
been reached is whether or not the membranes are stdl intact. If so, 
with the Angers in the vagina we wait until a contraction takes pUoe. 
The membranes now become t«nse, and by siroplv pressing against them 
with the finger-nail they will usually rupture. If not, by gently scratch- 
ing them with the end of a stylet or hair-pin, thoroughly carbolised, 
the liquor amnii Is evacuated. Hot and cold water, ioe, the ligature, 
aoisBors, and ergot should now be in readiness for use. The portion of 
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tlie patient during the second stage must be left to Ler selection. In 
Kugfaud tlie eBtuDlislied position is npon the left side, with the buttocks 
oloee to and parallel with the edge of the bed, while upon the Continent 
and in this country most obstetricians prefer delivenn^ tlie woman in 
the dorsal position. If the choice is left to the physician, this latter 
position should bo selected, as the exposdre of the piitient is less and the 
management of the labor moob easier tor him. Ihiring the pains of 
this stage of labor the patient must be encouraged to '^Cear down" or 
strain ; and this is greatlj^ &cilitaled by her iirasping firmly the sides of 
the bed or a long towel tied to its foot. When the head has reached 
the perineum these voluntary efforts on tiie part of the mother should 
cease as far as possible. 

If the stage be at all prolonged, it is advisable that the physician 
auscult the abdomen occasionally to see if the fcetal heart-sounds are 
still distinct and regular. When the perineum has become completely 
distended, and just as the head is to pass over it, the patient must be 
niged to open her mouth and cry out, as this lessenB the strong force driv- 
ing the head against the pcrineu body, and many times prevents a tear 
which otherwise would occur. As soon as the head is bom the fin^ets 
are passed down U> the neck and the cord felt for. If it be found coded 
about the neck, by making gentle traction upon the placental end it may be 
slipped over the head, or, when loosened in this way, it may glide down 
over the shoulders as the body is born. It occasionally happens that it 
is coiled about the neck two or threct times. In these cases it should be 
ligated in two places and cut between the ligatures. If this becomes 
necessary, delivery must be hastened hv pressure upon the fundus of tlie 
uterus and gentle traction upon the cnild. The head is now sitpportcd 
by the hand, while the eyes and face of the child are carefully cleaned 
with a soft wet cloth, and the nurse or assistant places a hand upon the 
fiindus of the uUrua and compresses it firmly as the contractions occur 
and the body of the child is bom. This hand should not be removed 
until the accoucheur can take the uterus to manage for the third stage. 
The head being born and restitution having taken place, the shoulders 
and body usually follow during the next uterine contraction. If the con- 
tractions ore weak and ineffectual, and the child's life is endangered by 
the delay, gentle traction may be made upon the head or with the fin- 
gers in the asillee ; but these measures should never be resorted to unless 
deemed absolutely necessary, and must always be accompanied by s 
gentle rubbine of the fiindus of the uterus. As soon as the child is 
bom the mouth should be carefully wiped out, and afler it has cried and 
the heart-action becomes regular the cord is tied. One ligature, prefer- 
ably of linen or cotton tape, so that it will not cut through the cord and 
into the umbilical vessels, is placed about three inches from the umbil- 
icus, and a second an inch nearer. The cord is then cut between the 
ligatures, and the end cnrefullv wiped to see that no bleeding is taking 
^ace. If a large amount of Wharton's jelly is present, it is 6ften ad- 
visable to strip the cord. This hastens desiccation, and may be done in 
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Ilic fiillim-iiis itiiuiin'c : After one ligotuio has been itpplied, the cord ia 

Sni^lH"' 'i'iiiIn ii li"- iiitiliilicuH between the thumb and index finger. 
I i> f)i"i] I>'' iLtiibiliual side of the ligature, nnd with the fiTigers 

ami ll Iiol iIk oiIiit liund the ^lati nous matter is gently aquecEcd 

out, A srviind liiiiii urv is now applied nosr the end. 

Describe the management of the third stage of labor. 

Ab soon aa llie ehild haa be^nn breatbinjr Matiinilly, the fat* eleanaed, 
and the coni tut, it Bhould be eirefully wraiijied up in a soft blanket and 
removed troni the bed to a warm place. A towel is now wrung out of 
some antiseptic solution and placed over the vulva, and the uteros taken 
from the nurse by the physician. If at all soft or reksed, gentle rub- 
bing causes the ut^^rus to contract. Within a few minutes regular con- 
trautiona will oocur at short intervals, and the jJacenta may be spon- 
taneously expressed. If after waiting fifteen or twenty minutes this is 
not the onae. Credo's method of expreieion may be resorted to. This 
consists in applying eentle friction over the fundus, and during a oon- 
traolion making firm downward pressure, with the fingers extending over 
ite posterior ana the thumb its anterior surface. 

As the placenta eseapes from the vulva a dish is held in readiness to 
receive it. with the blood and clots, and as it passes over the perineum 
it should be taken in the hand to prevent dragging on the membranes. 
By making gentle traction upon the placenta in a backward direction the 
inembranes will slip out without tearing. Twisting them into a tt>v6 
during their withdrawal is not desirable, as it may be, and often is, the 
means of causing them to tear. As a matter of routine a drachm of the 
fluid extract of ergot should now be given, as it aeourea a firm and per- 
sistent contraction of the uterus and lessens the dangers of post-partum 
hemorrhage. However iierir give ergot until the placenta and mem- 
branes have been carefully examined and found to be intact 

How should the mother now be caied fbr? 

A warm douche of a solution of bichloride of mercury, 1 : 5000 or 
■ /"^il"i '* *iY^"' '''^ vulva eorefiilly cleansed with the same aolution, 
and, if the perineum be lacerated, one or more sutures ought to be intm- 
duced at once. If it is found to be intact, a pad is applied over the 
vjlva and the soiled bedding removed. These vulvar pads may be made 
oi bleached gauae or oheese-eJoth podded with absorbent cotton, and 
tjetore their application should be wrung out of a weak bichloride soln- 
tion (I ; MM After keeping the hand over the uterus half an hour, 
or longer U the organ has any tendeney to relax, the binder may be 
applieji. Ihis IS best made of coarse, unbleached muslin, and ahonW 
extend fWim the_ ensifonu cartilage to the middle of the thighs. It is 
™vP„f ■, LP'^T^ ■''*'™" '¥ '^^'"™ """^ ^^'"^ 8<"^ o" tne sides to 
^^»r,2i •" Hl'PPing out of position. Its advantages, vfhon property 
Mjuaea are numerous and evident. It gives a oomfoHable support to 
the abdominal walls, which are natiimlly very kx after ehildbiilib, and 
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restores the intra-abdoiuinal pi'csaure. By its constant and even preaanre 
uiHjn tlie ut«ruB it nromatce the involution of this organ, wliioli is so 
important for a rapii] and compleU convtiiescencc, and it provenU retaxa- 
tioti and resulting hemorrhage. It is also said to preserve and reeCore 
the figure of the patient Tf at the end of an hour tho pulse is not over 
W\ the hemorrhage is not free, and the patient is resting comforlahly, 
she ma^ be left with safety, hut should be viaited again in the course of 
Bis or eight hours. 



Now that the mother is attended to, look at the child. See that it is 
breathing natunilly, and then examine the cord and see whether or not 
it is bleeain^. The entire body and scalp of the infant should he smeared 
with sweet oil or vaseline to facilitate the removal of the vemiK caseosa, 
and the cord dressed. The latter mav be done in this way: In the centre 
of a piece of soft linen cut a hole ana slip the cord through, wrap a little 
absorbent cotton about it, and fold the eloth so that tlie cord will be 
neainst the child's abdomen. Now wrap the infant again in a soft 
blanket and place it in a crib with hot-water bottles or bags about it, and 
leave it a few hours before bathing. At the end of six or eight hours it 
may be washed in warm water with castilc soap and a soil sponge. Do 
pot place the child in a hath. The cord aft^r each bath is to be dressed 
in tne manner described above, excepting that it is well to dust a niildty 
antiseptic powder upon it. A powder of 1 part of iodoform and 2 parts of 
bismuth is efficient, and not irritating. By this treatment desiccation is 
hastened, and there is much less danger of septic peritonitis from absorp- 
tion through the umbilicus. After the bath some inert powder is dusted 
in the axdise, the folds about the neck, and buttocks, and the child 
dressed. 

A soft flannel binder or hellyband is first applied. This extends from 
the nipples to midway between the umbilicus and symphysis, and must 
be put on Hmoothly and loosely, pinning it with safety-pins. Over this 
a. soft shirt is woni, then a flannel petticoat and a long dress. The diaper 
is preferably made of old cotton cloth, it being sofl and n on- irritating. 
In about twelve hours the child should be put to the breast and allow^ 
to nurse for five or six minutes from each. However, the mother has 
little or no milk for twenty-four or forty-eight hours, and until the end 
of this time no regularity need be observed in the nursing. 

ANESTHESIA. ANALGESIA. 

Whan would you use chloral during labor 7 how much would you 

. Etve 7 ana what a,te the dajigers connected with its adminis- 

tratlon? 

Chloral is only of value during the first stage, and here, when used in 

suitable cases oud properly given, it la a drug of unquestionable utility. 
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Where Itie paJna oome at frectuent tntcrvula and are severe, dut have 
little effect on tlie prot>re3s of the labur, und where the os ia thin and 
rigid and tlie patient nervous and exhausted, chlonil is indieated. It ia 
fraiuently j^iveii by the rectum auapeniled in muclio^e or milk and the 
yelk oF an egg. A dose of 30 erains my' be given, und repeated in 
three-quarters uf an hour if the desired efieot ia not obtained. By the 
mouth gr. x well diluted may be given every twenty minutes for three 
doses, and aller wailing an hour the dose may be onee repeated. 

The great danger in the use nf chloral is to the heart. Being a dnnded 
cardiac depressant, it ia alsolutel^ uontraiiidicated in all cases where 
orf,-aniu aitectiuns of this organ exist. 
What effect has chloral on a patient in labor ? 

It quiets nervous excitability, and produces a drowsiness, if not sleep, 
between the uains. It lengthens the interval l)etween the uterine con- 
tractions, ana makes the latter stronger and more regubr. Above all, 
it seems to solk'n the oa and promote its dilatation. 

Wlien and how should chloroform be given during labor? 

In the second st^gc only, and^ only in exceptional cases, not until the 
presentinc part has nearly or quite reached the perineum. A convenient 
method of administration is to fold a towel or napkin six or eight. inohea 
square, and upon it place about a drachm of chloroform. Holding it 
with the Hrst two finders on the moistened surface and the thamb od 
the opposite side, the backs of the former are allowed to rest upon the 
bridge of the patient's nose. In this way fully 90 per cent, of »r is 
inhaled with each inspiration, and no part of the towel comes in contact 
with the face of the woman. At the beginning of a pnin inhalation is 
oommenced. and should cease as soon as tac contraction stops. Surgical 
aniBsthosia shovdd not be obtained with chloroform. 

What are the dangers arising &om the use of chlorofbrm? 

It acls upon the motor ganglia of the heart, sometimes producing sud- 
den death. It also acts upon the respiratory centre just as ether does, 
but to a less marked de^e. It sometimes excites ruther than quiets the 
mtienl, and its administration has to be stopped on this accoimt. It 
diminishes the eontroctile [lower of the uterus, and thus increases the 
danger of hemorrhage. 
What advantages has It over ether as an aniesthetic ? 

It is more pleasant to inhale, and as a nde does not jjroduce any nausea 
or vomiting. Its effects are much more quickly obtained, and are more 
transient, passing away very soon after inhalation has censed. Its vapor 
is not inflammable, as is that of ether ; and this is one very strong point 
in its favor, as most confinements occur during the night, when artificial I 
light is required. It is also true that pregnant women in labor do eqfoy ' 
a certain, though not by any means absolute, immnnitjr from the evu 
effects uf the anaesthetic. The fact that severe iiain exists giveato tta I 
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ajDiiniBtration an element of safety. Furthermore, tlie woman is in a 
recumbent posiljon, and is going through a perfectly iiliysiologioal 
process, instead of Dcing run down by dieease, aa Burgiual [intients, to 
whom chloroform is given, often are. Its stow, gradual, and i^t^^m^^ 
tent administration is a strong element of safety, and, above ail, tJtere is 
but one weU-aulhenttcnleii «me of divth on record wluve eliloro/orm was 
admiimtered in/ a practitioner of mfdidne during lalinr; and iu this 
case no autopsy was held. 

When is eUier used? 

Kther is by some practitionera always used in preference to chloroform 
to alky the severe suffering during the pains; however, il^ more general 
use is during operalioiis, when complete anaesihesia is desired. 

Two more drugs have been used Xo some extent for producing antesr 
thesia during labor. These are bromide of ethyl and cocaine — the former 
by inhalation, the latter in solution or ointment as a local application to 
the cervix, vagina, or vulva. Little success has accompanied the use of 
either-— the Former, on account of dangers arisinK from its use, and tlie 
latter, because the seat of the pain is not reached by local application. 

THE PERINEUM. 

Wliat are the causes of perineal lacerations 1 and in That per- 
centage of labors does laceration occur t 
A i»lvis in whioh the subpubic angle is too ai'iite ; {mslorior po.sitions 
of the (ininium, failing (o rotate ; excessively large head ; ranid delivery 
of the head with the forceps, and failure to remove the blndea at the 

E roper time ; birth of the head in breech labors, where the delivery must 
e rapid and the perineum haa not had time to streleh"; inexperiencS on 
the part of the physician, — may all be causes of perineal lacerations. 
'Then there are some perinea which will always tear, no matter how care- 
fully the labor may be managed and how favorable the presentation. 
This is ol>Eorved in some thick, tense, and often ocdematoiis perinea, 
which seem to possess no elasticity and begin to tear immediately the 
head presses upon them. Occasionally eczematous and and other akin 
affections of the parl« about the vulva and rectum render the tisauoH 
hard and brittle and favor lacerations. Statistics varj; widely as to the 
percentage of perineal lacerations, hut average in primiparse from 18 to 
28 |ier cent, and in multiiiarFe a little letw than 4 per cent. It is esti- 
mated that about one-third of tliew nuist leiir, no matter how managed. 

Describe the different degrees of perineal lacerations. 

[ll Incomplete lacerations are thoMO in which the perineum is torn to 
the sphincter ani. Accompanying this external lai«ration there is more 
or less tearing of the vaginal raucous membrane, and it occasionally hap- 
peu that this extends up the posterior vaginal wall nearly to the focus- 
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It iu genunilly eonfiued to one eide of tlie posterior columu of the va^na, 1 
but may MVMT on both sides. 

(2) ('iini|iltitc tiicerations are thoHe in whiuli the perineum is cumpletcly i 
iliviik'd, i)ii: sphincter loni npart, and perhaiis the laceration may extend , 
for siiuie i^unsiderible diatiiui-e up ll:e wall of the reetuiH, In these 
cases the vaginal wall ia iavuriably badly laeomted. i 



1st. Ill D'lfii"! Dellverifx. — The objects sought forarc threefold: First 
and most important, ia to retard the proeress of the head, so that the ' 
perineum may have time to become fuUy dilated bcfoiv its birth. Sec- 
ond, strive to get complete flexion of the head, so that its shortest diam- , 
etera may pasa through the vulva. Third, dm-ing its birth relas the ( 
perineum as far as possible. 

These are accomphshod in the following manner: When the perineum 
has begun to bulge outward during a contraction of the uti^rus, crowd 
the chloroform. Do not seek to oblAJn anajsthesia to the surgical degree, 
but only sufficient to prevent the strong expulsive efforts of the mother. 
Introduce (he first two fingers of tlie right band into the rectum and 
apply the thumb against the descending head. With these two fingers 
make pressure in two diivctiona qd the front^il rc^iou of the skull — up- 
wanl and anteriorly. The former increases the flesion ; the latter orowos 
the occiput ibrward and dghtly under the pubic arch. During a con- 
traction make direct pressure upon the head with the thumb, to prevent J 
ila loo rapid descent. Then with the finger and thumb of the left hand i 
crowd back the anterior portions of the labia until the occipital protu- ( 
berance is felt to have emerged from under the sjrmphysis. When this l 
has taken place, wait for the pain to aubaido ; then with the fingers of ( 
the right hand slowly est«nd the head, at the same time making gentle 
nreaaure downward and toward the median line with the thumb and two 
fingers of the left hand, which, being now at liberty, are placed near the i 
posterior termination of the labia m^jora. This tenda to relax the peri- ^ 
neum. Do not allow the head to be bom during a uterine contractioQ < 
if it be possible to hold it back. i 

2d. fiithn S'ife Delioeiy. — Have the buitoi'ka near the edge of the I 
bed, with thighs and legs well flexed. Place a folded blanket or pillow ' 
lietween the knees to aeparate them, so as to allow room for mampnla- 
tiona with the lefl hand, which is placed around the thigh and rests upon 
the child's head. The other hand may rest upon this, and during a pain 
pressure with both is made, so that the descent ia as slow as the operator 
may deaire. Chloroform ia freely administered as in other deliveries, 
the anterior commissure of tlie vulva is crowded back ; but as e 




tension is about to occur the relaxation may be accomplished by puahiiu: I 
the perineum forward with the finger and thumb of the right iatvi J 
idoced ;dong its sides. 
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EPiaiOTOMT. 
What Is episiotomr? 

Episiotomy coiisiata in making lateral inoiBions on each side of the 
vulva to relieve the tcnaioo and prevent spontaneous lacerations in the 
median line. The incisions are made somewhat anterior to the central 
raph£, and should be made with blunt scissors during a uterine contrac- 
tion. _ To be of advantage they must be one-half to three-quarters of an 
inch in length. Alter confinement a suture is introduced and anion 
readily takea place. 
Is episiotomy over indicated ? 

It occasionally happena that a case is mot with where laceration seeuis 
unavoidable. For example, before the perineum has distended nearly 
cnoueh to allow of the jiassage of the head the fourchette is seen to tear 
and the skin coverina the perineal bwly (o become tense, and perhaps 
separate for a short distance midway between the posterior commissure 
and the anus. In such a case the operation is perleclly just ifi able. But 
it so rarely happens that cases are seen where it can be positively asserted 
that a tear must take place that this procedure is, as a routine, to bo dis- 
co umged. 
Should perineal lacerations be repaired immediately ? 

They should in every instance where at all extensive. The internal 
laccmtioDS of the vaginal mucous membrane should be united by small 
catgut sutures, and for the deep external sutures silkworm gut, silk, or 
very heavj' cal^t may be used. The former is preferable, as it can be 
made sterile so easily and is convenient (o carry. 

THE PtTERPBRAL STATE, 
What Is the puerperal state? Describe the geneial condition of 
the mother at its beginning. 

The puerperal slate comnrisea the period beginning with the comple- 
tion of the third stage of labor and terrainatina with ihe recovery of the 
patient (Hirst). Soon after ihe completion of labor there may De a so- 
called poal-partum chill. This is usually of short duration and of no 
importance. It is probably nervous in origin and due to the exhaustion 
f(dIowing labor. The pulse, which has been accelerated daring labor, 
falls soon after, many limes considerably below nonnal, even to 60 or 
lower. For a time the temperature is somewhat elevated, especially if 
the labor has been difficult or prolonced. However, within twenty-four 
hours it should fall to normal or nearly so, and remain there throughout 
convalescence. Tliere is a general feeling of comfort and well-being and 
a desire to rert, if not sleep, 

DeBcribe the changes occuring in the uterus during the puer- 
peral state. 

Inuucdiatcly after confinement the uterus is firmly contracted, mid 
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may be fell about midway between the symphyBia and umbilicus. 

rutci however, it eoon relaxes slightly, eome dote come from within its 
cavity, and twelve or ■fifteen houre after the delivety its fundus lieg on a 
level with or above the umbilictis. But now the process of involutiui 
beiins. A fatty defeneration and absorption of tlie musoular fibres &nd 
oella and a growth or new cells occur, so that there is a conalant loea in 
the weight and size of the organ. By the end of six weeks or two 
months, when this involution Is oomplete, the uterus weighs hut sligh^ 
more than in its nuUiparuua condition, while immediately after labor its 
weight is about '2i nounds. Involution is promoted by giving, for a. 
cwuple of weeks, small doses of ergot {ttlsv-ituix of the fluid extraot, 
1. 1, d.). During this process a new docidua is being formed within its 
cavity. The superfioiaj layer is detauhed and expelled with the placenta 
and membranes, leaving only fragments behind, which are adherent to 
the uterus. From these the new membrane is formed, and is ramplet« by 
the fifth week. Large thrombi form in the utenne sinuses and gradually 
become organized. A shrinking occurs and a slow obliteration, but it is 
not unjlil four or five months aft^r labor that this process is completo. 
The cervix ntpidly regains nearly its normal size, though never its virgin 
shape. The eKternaloa is almost invariably torn, and remains patulous 
for a considerable time. 

Wbat are after-paiiiB 7 How caused and treated 7 

After-pains are simply pains due to uterine contraction. They are 
caused by the efforts nature is making to decrease the size of the uterus 
and express the foreign bodies in the form of blood-clots which it con- 
tains. They are almost invariably Ibund in nmltipano, though occa- 
sionally met with in ^rimiparee where the uterus has oeen over-tlistended 
hy twins or hydrammon. If care is taken to express all clols and secure 
firm contraction atlcr labor, in many cases they will be avoided, 
ture condiining 

Morphine acetate, 
Spts. Mindererus, 
Fl. ext. of digitalis, 

given every three or four hours, is highly rcwinimcndcd to relieve ihcm. 

Describe the lochia. 

It is a diacharae from the ulcrua, laatinp fium two to four weeks after 
delivery. Abundant at first UTid of a bnght-rud color, it gradually de- 
cn'awes in amount and assumes a pider and eventually a white hue. For 
the first three or four days, on account of the blood mingled with it, it , 
remains red and is called "lochia rubra. " From this time until the eighth 
' tenth day it is of a very pale-red color, aud has rci'ci\'t>d the nar 
lochia alba." It is estimated that during a normal puerperimii ii 
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entire lochial diechargc amounts to aboQt ii or 3j pounds. A Blight odor 
may oocafiionally be oWrved in the discharge, but if thorough cleanlinesB 
and antisepsis is obwrved it never becomes marked. 

Wliat can you say in regard to the care of the bowels and 
bladder during the puerperium 7 

Fmm two I'auses it frequently liappena that during the first few days 
ihoro JB relention of urine. In some eases it is of purely neurotic origin, 
and may be readily relieved by a|)plving cloths wrung out of warm water 
over tlie suprapubic region. In others it is due to a partial and tem- 
poraiy paraTyeis of the neck of the bladder or to severe contusions and 
cedema about the urethra and meatus. In these eases it will be neces- 
sary to use the catheter. For this purpose a soR, flexible rubber catheter 
Bhoold be employed, and the strictest cJeanliness and asepsris observed in 
its introduction. It should be passed every six or eight hours, and 
always by sight and not by touch. 

On the second or third day after confinement the bowels, if they have 
not moved, should be relieved by some gentle laxative. If the patient 
can take it, nothing is better than a dose of castor oil There is always 
a marked tendency to constipation, which may be combated by small 
doses of cascara sagrada, milit miueraJ waters, laxative pills, or enemas 
of soapsuds or glycerin. 

What care should be given the hreaste during this period? 

Usually in about forty-eight hours milk is found in the breasts. From 
this tjme on the child should be nursed regularly. About the third or 
fourth day it Ircauently hapi>ens that the breasts become full, tense, and 
somewhat painful, and there is especial pain in the axillEe: oaded to this 
there is a general feeling of discomfort and a slight rise of temperature, 
perhaps to 1IW° or HlOi" F. If the nipples are not eroded or fissured, 
uid if no areas of induration appear, this condition need cause no 
anxiety. It is simply due to a marked activity of the glands, and lasts 
only a day or two. Fronj the time the milk appears the breasts must be 
properly supported either by a binder or in slings. The nipples are to 
be carefiilly washed both before and after the child has nursed. For 
this purpose nothing is more cleanly than a solution of boracic acid. 
Avoid all pressure over small areas of the breasts, for there is no more 
easy way of sotting up a niastitis. 

What should be the diet of a puerperal woman ? 

During the first twenty-four or forfy-oiaht hours the diet should con- 
sist only of the most easily digested articles of food. Milk, mutton or 
chicken broth, beef tfa, milk tonst, and a little bread may be allowed. 
The patient should receive some nourishment evei? three or four hours 
if kwake. After the seoond day any digestible foods may be given. 
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Avoid all paetry, cakes, fresli vegetables, rich desserts, fruits, and sveeU I 
while in hed. At the end uf a couple of weeks she may resume 1" 
usual diet, taking care only to avoid such food as would bo likely ta cai 
indigestion. 



During (he first twonty-lbur or Ibrty-ciRlil houm the lurhial discharge 
is rather profuw, iH) that every three or four hours a irleaii new dressing i 
ought to be applied, taking care to earei'ully cleaii;ie the vulva and sur- 
rouDdinfr partjs with a warm solution of bicnloride of meruury, 1 : 5000. 
AA«r this, and up to the eighth or tenth day, four times in the twenty- 
four hours ie quit« sufficient. From day to day, by examining the abdo- 
men, the ^ze of the uterus ean be apprceiated. Until the nindus has 
disappeared below the symphvsis, or at least can be felt on a level with | 
the pubis, the patient should be kept iu bed. 

How may a diagnosis of the puerperal state be made ? 

By the size of the hreasts and presence in them of milk or colostnim ; 

b^ the flabby, wrinkled condition of the abdominal walls and the large { 

nize of the uterus ; by the open and perhaps lacerated cervix ; the olwr ] 

racter and amount of the lochiaJ discharge; the large and relaxed vagina 1 

and abrasions about the vulva, or jKrhaps perineal laceration. ' 

OARB OP THE INFANT. 



For a few hours keep it well wrapiwd up iu hlankels and warm. Then 
bathe and dress it, and allow it to nurse for a few minutes from each 
breast. After this, if it cries and worries, it may be given a little warm 
water or warm peppermint- water with a medicine-dropper. It should 
not be allowed to nurse, us it only worries the mother and the child gets 



How frequently should it be allowed to nurse after the first 
day? 
Every two or two and a half hours, be^mning at seven in the morning 
when the mother awakens, and continuing until nine in the evening-. 
Dming the night, if restless or wakeful, it may be allowed to nune once 
ir twice. Above all, observe regularity in its feeding, and even though 
' II the ho '■ ■■ 



I 



a position that briglki light does 
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CHAPTER V. 

UNNATURAL LABORS. 

PERSISTENT OOOIPITO-POSTERIOR POSITIONS. 
State the causes which majr operate tc prevent anterior rotation 

of the occiput in posterior positions of the vertex. 
Incomplete liesiun of the head, so that the chin does not come in con- 
tact with the stemuin, an eicessively large head, or a nonnal head and 
a juBto-tninor pelvis, and a. very amall head and roomv pelvis. (The last 
class of cases is usuaJly seen in premature labors^ and as a rule, though 
rotation does not occur, the lahor is no more difficult than it would he 
were the occiput anterior.) 

Describe the management in this class of cases. 

If complete flexion can be secured, these cases will usually rotate, so 
our one objeet in their management is to promote flexion by upward 
pressure on the sinciput during uterine cODtractions. At the same time 
an attempt may be made to aid rotation of the forehead backward by 
nresaing in that direction on the side which looks toward the pubes. 
Many cases of this kind occur where the rotation takes place very late 
in the labor, and not until the head is well down upon or bulging the 
perineum, if the labor is much prolonged, the energies of the mother 
are becoming exhausted, and no rotation or descent is taking place, the 
forceps sliould be applied and the head drawn down to the perineum. 
The blades should then be removed, and labor allowed to terminate by 
the natural forces. Usually at this time rotation occurs^ and the case is 
practically the same as an anterior position. If the occiput is bom pos- 
teriorly, the perineum is invariably badly lacerated. 

FAOB PRESENTATIONS. 
Oive the frequency and cause of face presentations. 

The ireciuency_ of presentation of the feoe varies, according to different 
authoiB, from 1 in 150 to 1 in 450 labors, the average being about 1 to 
200. The transformation from vertex to face usually takes place during 
the last few weeks of pregnancy, and may be due to one of a number of 
different causes. Uterine obliquity (marked) ; dolicho-cephalic child ; 
tumors of the neck and thorax ; excessive amount of liquor amnii and 
a small child ; rapid evacuation of the liquor amnii during labor ; hitch- 
ing of the occiput at the brim of the pelvis, and a lack ot proper flexion 
a the head enters the pclvis,^havc all been given as causes. 

Name the poaltions of the f^ce. 
The^r»( poi"'rion corresponds to the first position of the vertex, In 
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it the chin points to the right sacro-iliao BymphyaiB and the Torehead I 
anteriorly and to the left — R. M. P. (right men to- posterior, Fig. 17). 




The »ecn»d position corresponds to the second vertex position. The I 
chin points to the left sacro-iliac aymphyais, the forehead anterioriy and J 
to the right— L. M. P. (left menlo-iioateriur, Fig. IS). _ _ _ J 

The third jifisilioii corresponds to the third vertex position. Ic it the j 




L.M.A. 



chia \b directed anteriorly and to the left side, the forehead posteriori; I 
and to the right sacro-iliac eyinphyais— L. M. A, (left mento-anterior, I 
Fig^ 19). '-■ 

The fintrlk poiition correspunda to the fourth Tertei poalwo. 
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chin ia directed onteriorly and toward the right side of the molher, the 
forehead posteriorly and (o the left sacro-Uiac symphysis — R. M. A. 
(right men to-anterior, Fig. 20). 



It is oft«n e)itremely difficult to make a. diagnosis before this time. Pal- 
pation in the first two poBitious may lead ub to suspect a face, but by it a 
KMtive diajniosia cannot be made. After feeling the head, the hands, 
m^ passed over the abdomen and considerable pressure made, suddenly 
ank into the deep salens lying Iwtween the oeciput and ehoulders. On 
vaginal exumiDation the membranes during a pain are more prominent 
and project farther through the cervis. The hard forehead is felt, and 
when the membranes are relaxed it is at times possible (o apprcdale the 
nose and orbital cavities. 



The only time a mistake can now be made in the diagnoBis ia when the 
labor has been prolonged. Under these circumstances the face becomes 
very much swollen and {edematous, and no landmarks can be anpreciated. 
Ordinarily, the forehead is felt with the frontal, and perhaps tne coronal, 
sutures. Then by passing the fingers down the frontal suture, the root 
of the nose, the orbits, the sujMrciliaiy ridges, the nostrils, and the 
mouth may all be easily recognized. By putting the finger into the 
mouth the alveolar ridges prove conclusively tbe presentation, and 
make the differentiation from a breech poaaible. Extreme care must 
be observed not to press roughly against the face and thus injure the 
features. 

QiTe tiie mechaniBm in &ice presentation. 

In ftux presentation the mechanism of delivery is nearly the same as 
in the vertex, only that we must consider the forehead in /nee to lake 
the place of the occiput in verlKC presentations. Thus we have, as in 
vertex cases, five periods, constituting the mechanism : 1st, extension : 
2d, descent and engagement ; 3d, internal rotation ; 4th, descent and 
flexion; 5th, restitution and external rotation. 

By the fitist movement, or that of euterBion, the occiput is pressed 
backward and the chin descends lower in the pelvis than the forehead. 
In this position engagement occurs and descent beains. It is now that 
the rotation takes place just as in vertex cases, and Tor exactly the same 
reasons. By the time the procesH is completed (he face has reached the 
floor of tbe pelvis, with the chin anterior and the occiput lying in the 
hollow of the sacrum. Then begins the fourth movement, or that of 
flexion. The chin emerges under the pubic arch, and there becomes 
fixed, blloving the forehead, face, and ocdpnt to successively sweei; (n«x 
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the perineum. The laat movement of restitution now o«j..__, ^ _ 

in normal vertex positions, and the mechanism tor the ahoulden and 
body is jufit the same m in vertex cases. 

Does the &ce always rotate anteriorly? 

It does not, and in sueli cases, if tlie labor be at term, the ohUd of 
Dormal size, and the pelvis not unusually large, operative intcrierencfl 
of some kind is invariahly neceasary. In these osees, which, fortunately, 
are extremely rare, the crown of the head is Jammed tiehtty behind the 

Enbes and the chin lies in the hollow of the sacrum. This places the 
ing oocipito-mental diameter in relation with the antero-posterior diam- 
eter of the pelvic outlet; and, bearing in mind the tact that the latter is 
but 5 inches, while the former is 5i inches, and that little or no shorten- 
ing of this diameter can occur, it will be readily seen how impossible 
delivery is unless the head is compressed. 



The daogere to the ohild are much greater than in vertes cases, even 
though internal rotation occurs. The labor is apt to be prolonged, and 
the child is subjected to an eilreme amount of pressure, which many 
times causes cerebral congestion or hemorrhage; so that the mortality, 
when anterior rotation of tlie chin oeeura, is between 8 and U per cent. 
When this does not occur, it is almost lOU per cenL, as most of these 
cases require craniotomy. To the mother tne prognosis is but slightly 
graver than in vertes cases. 

Ji-eatment. — Various methods of treatment have been adopted in face 
presentations, which in some instances have met with sucoess, in others 
tailnre, so that few authors attempt to lay down any fixed rules by whioh 
all cases should be treated. 

If the diagnosis is made before the cervix is completely dilated and 
before the presenting part has entered the pelvis, we may resort to 
one of two proeedures— convert it into a vertex or do a podalio version. 
(Unless the chin lie anterior^, in which case, if we tail in changing to 
a vertex, the labor thould he left to nature.) 

A very clear and concise description of the former treatment has been 
given by Dr. Panridgein a paper read before the New York State Med- 
ical Society a few years ago. Initbesays; "The conditions espeoially 
favorable to the operation are an ob nearly or quite dilated ; a race not 
engaged in, or at least capuble of being readily lifted from, the pelvic 
bnm ; an unruptured bag of waters ; a capacious vagina. In a majority 
of labors a sttwe is reached when there are present these uonditions. ' 
His method oi procedure is to " give chloroform for relaxing the stme- 
tures of the parturient canal, to quiet the movements of the jiatient, and 
to obviate pam." The hand is then introduced into the vagma, and the 
fingers passed up through the cervix into the uterus. The pKilmsare piaaed 
over the occiput and traotion made in a downward directioa "EWkia 
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ly external manipulatton, " CoDtinuing, he s^a 
I in whiuh the laenibrnnes are unruptured at the 
beginning of the operation they remain unbroken at ila completion, 
showing now simple the operation can be." After flexion has been ob- 
tained uie case must be carefully watched, and any tendency to a return 
to the face presentation should be checked by applying the forceps and 
engaging the head. Version, then, is never justifiable when the above 
can be done, and should only be resorted to after all attempfa to engage 
the head in a flexed position have failed, and then anJi/ when the chin 
pnimU posttriorl!/. It the case is not seen until the fcce has entered the 
pelvis, out one plan of treatment offers itaelf— namely, that which wilt 
secure anterior rotation of the chin if possible. This will almost alwa^ 
take place if marked extension be present; therefore we should aid this 
by upward pressure with two fingers on the forehead during each uterine 
contraction. If this prove uuBuccesaful, an attempt may be made to 
secure rotation by placing the fingers in the mouth and drawing the chin 
forward during a pain. 

Another method of accomplishing the same result has proven success- 
ful in the hands of some accoucheurs. This consists in introducing one 
blade of the forceps so as to press upon the posterior cheek. All three 
methods may be attcm[)ted. If failure is encountered, and the chin 
continues to point posteriorly, the only resouree left is to perform crani- 
otomy. 

PELVIO PaESBNTATIONS, 
How are breech presentations divided 7 

Into complete or fall and incomplete. In the first variety the thighs 
arc flexed upon the pelvis, the legs upon the thighs, the feet are crosaed, 
and are in contact with the buttocks. There are several varieties of in- 
complete breech presentAtiona ; ( 1 ) Those in which the thighs are flexed 
on the pelvis, but the legs are extended at the knee, so that the feet lie 
by the child's face and the buttocks alone present (2) Cases are met 
with where the thighs arc but slightly flexed and the legs completely so. 
These constitute knee presentations. (3) The lower limbs are completely 
extended: these are the so-called footling presentations, (4j Veryrarely 
it happens that one leg is flexed, the other remaining completely ex- 
tended. The mechanism is exactly the same, no matter how the pelvic 
extremity presents. 

State the frequency and causes of pbItIc presentationB. 

At fill! term aliout 1 lalior out of every 60 is breech. In premature 
labors pelvie prescnlationa are much more frciuent, averaging nearly I 
in 30 UboTs. 

One of the most frequent causes of pelvic presentations is premature 
delivBiy, Among other oanses may be mentioned an excessive amoMsd;. 
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of liqnor amnii, a very large uteruH, a sinall child, a hydrocephalic child, 

placenta prfevia, and all forms of pelvic deformities. 

How many podtioiia are met with in pelvic presentations 7 

Four. 

1st. Lefi Saero-aiiterior (L. S. A.).— The back of the child points 





anteriorly and to the left aide of the mother, and the long diameter of 
the hips lies in the left oblique of the pelvis (Fig. 21). 





2d. Right Sacro-anterior (R. S. A.).— The dorsum of the child 
points anteriorly and to the right aide of the uiothcr, and the long diam- 
eter of the hips lies in the right oblique of the pelvis (lilg. 22). 



PEI^VIC PRESENTATIONS. 103 

3d. Right Saero-postfrior (R. S. P.).— In this position the back 
(if the child points posteriorly and to the riuhl aide uf t\>a mother, 
and the long diameUir of the hipa lies in the right obli(iiie of the 
pelvis (Fig. 23). 

4th. £>/( Sacm-postenor (L. S. P.).— The hack of the child points 
poeteriorly and tti the left side of the mother, and the lung diameter of 
the hipa lies in the left ohliqne of the pelvis (Fig. 24). 

Describe the mechaniBm of delivery in the four pelvic piesenta- 

tiODB. 

Unless the pelvis be normal and the child at full term, there will be 
no mechanism in pelvic nreaentatione. In the first position we have first 
a moulding of the breech, occurring with the descent. This is really an 
act of adaptation. Now, after engagement has taken place, internal rotar 
tion of the trunk begins. This is due to exactly the same eaugea ae in 
vertex presentations, and when completed the lefl hip lies under the 
symphysia pubis and the long diameter of the buttocks is in conformity 
with the antero-posterior diameter of the outlet of the pelvis. The next 
movement ia one of lateral flexion. By this the posterior (right bnttook) 
is bom over the perineum ; then, the descent continuing, tne left but- 
tock ia disengaged from under the symphysis, and the limbs, trunk, 
elbowB, and ahoulders are born in auccesaion. External rotation of the 
trunk and internal rotation of the head take place as the body ia ex- 
pressed, and if complete flexion of the head has been maint^ned, by 
the time the trunk is bom the occiput has rotated from left to right and 
, liesunder the evrophysis pubis. Here it remuna fixed, and in succession 
the following aiameters appear: the occipito-mental, the auboccipitn- 
frontal, and the suboccipito-Dregmatlc Last of all, the occiput is bom. 

In the second position the movements are exactly the same, excepting 
that they take place in opposite directions. The internal rotation brings 
the right hip under the symphysis, and the occiput rotates from right to 
left, instead of from left to right. 

In the third position the mechanism is the same, only the rotation 
must be more extensive to bring the right hip under the aymphysie. So 
also must be the rotation of the occiput, and this takes place just as in 
the third vertex position. 

From the foregoing the mechanism of the fourth pelvic posiUon will 
be readily understood. 

What are the causes of iu£aiit mortality in pelvic presentations 7 

Ist. CompresxwH of the Co"i— This may occur to a serious degree 
even before the head has reached the pelvic brim, which ia the time at 
which funic compression is uBually_ considered dangerous. The ootd ia 
caaght between tlie trunk of the child and the wall of the pelvis. Even 
though this does not happen as soon as the head enters the superior 
Strait, the fistal circulation through the cord is interfered with, if not 
atopped «itijetr. 
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2(1. ExloMwm, of_t}ir. Head. — ThiB a grave complieatfon, as JelireiT of 
an extended head is invariably retarded — often until death of the foetua 
occuni. 

3d. ExiKHgion of the A-nni. — This also caxieea delay juet at the point 
when rapid delivery ia neceaBftiy, 

4th. Inspiratoiy Efforts before the. Birth of the Head. — By these 
mucus, blood, and liquor amnii are drawn into the respirator passages, 
preventiDs any possioility of resuacitiLting the infant. DiibuiH gives the 
average of 1 death to 1 1 deliveries. 

1 breech than in vertex 

It is not. Although the first stage is likely la be prolonged and 
tedious, the second is usually much more rapid than in vertex labors, so 
that the entire labor is not unusually long. 



Pjlpation. — Ah described on page 110, wc find a broad mass in the 
iliac I088S, nearly immovable and resting higher up, out of the pelvis. 
Small parts of the fcetua ma^ be appreciated in the lower segment of 
the utemsj and above in the nindufi the head is found. If ccpnalio bal- 
liAMineDt is obtained, the diagnosis of the extremity is certain. Auscul- 
tation reveals the maximum intensity of the fcetal heart^sounds on a level 
with or above the umbilicus. On vaginal examination, as a rule, nothing . 
can be felt. The breeoh lies high up and away Irom the examining 
finger, though occasionally an extremity con he found. On the slightettt 
pressure this will glide away from the finger as though drawn up by the 
icetuB. Such a sensation would make the diagnosis assured. 

How may a pelvic presentation be diagnosed aiter labor has 
begun? 

On palpating and auscultating the same condition of afl^airs is found as 
described above. If the membranes be still intact when a vaginal exam- 
ination is made, little will be discovered, unless the os is dilated, except- 
ing a peculiar feel to the bag of waters. It is longer and more conical. 
Now, if we examine when the cervix is more dilated and the membiSines 
ruptured, the diagnosis, as a rule, is vei? easily made. The finger fimt 
comes in contact with a soft, fleshy mass. No sutures or fontanSlea are 
felt, and on passing l)ackward a groove is reached, and beyond a moss 
simUar to the part with which our finger firet came in contact is discerned. 
Following the groove, first in one direction and then in the other, we 
feel on one side a small oaaenus point, the coccyx. Pushing farther up- 
ward, the spinous processes of the sacrum may he distinguished. In thfl 
other direction we find the anus, and if the finger can be introduced ttiis 
is readily recogniBed by the contraction of the sphincter and the ] 
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of meconium, which covers the finger. In front of the hdus the genital 
organs lire found If the feet be pressed against the buttooka, they may 
be felt and the character of the presentatioD readily determined. The 
position is recognized by the position of the sacrnm. 

From what most the breech be differentiated? 

The only presentation with which a breech may be confounded is a 
&ce, and then only when the labor has been much {iruloneed and the 
parts very oedematoua. The mouth is differentiated from the anus by 
the alveolar ridges in the former and the aphineteric action in the latt«r. 
Nothing resembling the sacral spines can bo felt in a face, and nothing 
resembling the nostrils in a breech. 

How would you recognize the foot or knee 7 

The only part the fanner might be confounded with is the hand. 
Bearing in mind these points, the mistake will never be made. The 
toes are shorter than the fingers and placed in a straight line. The 
thumb can be brought in contact, across the palm of the hand, with any 
of the fingers ; the great toe cannot. The thumb and firet finger may be 
considerably separated ; the uies cannot. Nothing resembling the mal- 
leoli or the heel can be found on the hand. Lost of all, the hand lie8 
on a. Btnight line witli the arm ; the foot is at right angles lo the leg. 
The foot felt (right or lefl) is determined by_ finding the great toe, the 
internal border, and the heel, and by imagining one^a own foot in tlie 
same position. The knee is appreciated as a smooth, rounded mass with 
two tuberosities and a deep depression behind. 

Describe the management of pelvic presentations. 

In managing a pelvic presentation we seek, first, to keep the mem- 
branes intact until they reach. the perineum if possible, that dilation of 
the cervix may be complete; second, to maintain Seiion of the head; 
third, to hasten delivery after the trunk ia bom ; fourth, to prevent ex- 
tension of the arms and head by improper interference. 

When labor has begun, always remain with the patient and keep her 
very quiet, that no movement on her part may cause prematare rupture 
of the membranes. If rapture has not taken place when the ha§ of 
waters has reached the outlet of the pelvis, it should be artificially 
ruptured. The foot now appears at the vulva, and^m ihii lime on the 
hand of an assistant — preferably, the accoucheur if necessary — should 
keep up constant pressure over the fundus uteri. As the feet descend, 
followed by the buttocks, aupport them with the hand, but do not make 
any traction. As soon as the genital oreans have emerged from the 
vulva, pass the hand along the child's abdomen, secure the cord, and 
draw a loop downward. If pulsations are present, allow nature to take 
its comae, nuaing the body of the child ixom the bed with each contrac- 
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tion, and keeping up firm pressuro ov 

encourage the mnther to bear dijwn, 

haaten tliB delivery. 

The arms and slioiilderM 



r the fiindns. At the Bt _^_ , 

tut liar offorte will vury naturally 



expellud, and l.lie ehild lice with its 

abdomen pointing toward the bed, 'Jnc cord will now be found pulse- 
less^ and the life of the child at this point deiienda entirely upon the 
rapiditv of the delivery of the head. Kaiee the body well up towurd 
the puLea and abdomen of the mother with the right hand, and with 
the nrat and second fingers of the left reach up between the symphy^ 
pubes and neck of the child until the occiput is felt, and push down- 
ward. If delivery is not readily accomplished^ traction must be made 
on the trunk, A short trial at this method will soon show whether or 
not delivery may be completed. If failure should meet our efforts, there 
are two more methods whiuh may bo tried. One oonsists in giving the 
body into the hands of au assistant, and with the fiist two fingers of the 

Fig. 26. 




left hand introduced 
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bcnr in niinil that the ddivciy mnxt h 
,\.„ c_i «.„ii,„j J'-icribed, if properly d 
9 unless the head is 

DIFFICULT BREECH PRESENTATIONS. 

I the most serious complications met with in breech 



i lie liiiliire III tlio lioftil tu ri.iliitL' in the saOTo-postenor pomtitins, ex- 
tension oi' ihe heail, anil I'sloiisiuii uf the aruiH. 

State the management of a sacro-posterior position where in- 
ternal rotation does not occoi. 

As a rule, this is observed either where a. disproportion between the 
maternal pelvis and fcetal head is present, or wliere the head becomes 
extended through improper management or interference. In either 
case our efforts are in Itco directions : first, t^pecure and maintain good 
flexion ; and second, to assist rotation by proper manipulations. 

The body of the ohild being supported hy the hand of an assiebint, 
upward pressure is made on the occiput by the first two fingers of the 
right hand. With the fingers of the other hand pressure ia made upon 
the anterior temple during a pain. By these means rotation, as a rule, 
will take place. In ease it does not and the head descends to the pelvic 
outlet with the occiput lying posteriorly, if ficaion be present tracCiun 
should be made in a backward direction, that the neck may act as the 
point of rotation and the face emerge first under the pubes. However, 
if the bead be extended the chin willbecome filed back of the symphysis, 
and our traction must be made in a directly opposite direetiou, alluwtng 
the ocraput and baek of the head to first emerge over the perineum. In 
case estraction cannot be accomplished before the death of the fcetus 
has occurred and the possibility of resuscitation passed, craniotomy may 
be resorted to as a justifiable and proper means of saving the maternal 
soft parts from eerious injury. 

How are extended arma to be treated ? 

The amis must be made to ])bbs downward over the chest of the child, 
but, 08 direct traction would result in fructuring the delicate bones, we 
pass two fingers over the shoulder and down toward the elbow «a far as 
possible ; then make gentle pressure. The arm will slip by the face, and 
by passing the fingers farther along the fbreurni is made to follow in the 
same direction. Wlien both are extended the posterior is the first to be 
liberated, as more room lor manipulation is found in this part of the 
pelvis. 

What is an impacted breech presentation 7 Describe its manage- 
ment. 
A breech becomes impacted in the pi 
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exists between it and the pelvis, e 
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1 though the attitude of the 

be nonnd. In Bwih rases 
normal progress of the 
labor may usually be ob- 
tiuned by drawing down 
one of the legs, and thua 
breaking up the impac- 
tion. In other words, sub- 
stitute a half for a iiiU 
breech. However, when 
reference is made to an 
impacted breech we usual- 
ly understand it to be one 
in whichthe limbs, though 
flesed at the thighs, are 
extended at the knees, 
This forms, as it were, a 
wedge, the small part of 
which is the breech and 
the large part the head 
and feet of the child (Fig. 
26). 

Although impaction 
does not, as a rule, occur 
until after the breech is 
well in the pelvis, treat- 
ment should be resorted 
to as soon as the os is well 
diluted and the condition recoguized. In the natural breech the practi- 
tioner can a]wa;rs feel a loot, heel, or toe, but in these cases he cannot ; 
and if not, he will, by abdominal nalnation, discover the feet lyins in the 
fiindus of the uterus by the child's head. If the back of the foetus is 
toward the right side of the mother, the right hand is introduced into 
the uterus, a foot seised and drawn down. If the back lies toward the 
left side of the mother, the left band of the a(%oucheur is used. Tha 
labor is now allowed to progress naturally. 

For carrying out the above proeedures cliloroform or ether to the mr- 
gical degree should be given. 

Other causes arise where the impaction is found too late in thi 
to allow of the hands being passed by the breech and up info the i 
Two methods for treating these cases are used by different practiti 
one is to apply the forcepfi to the breech ; this is not advisable, _ 
other is to make traction with an instrument, or with a piece of doth 
the fingers passed over the groin. The best of these three is either " 
finger or a soft folded clotb. 
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PRESEKTATION8 OP THE TRUNK 

PEBSBNTATIONS OF THE TRUNK. 




ublique diameter of the uterus midway between the vertical and the 
transverse; therefore, the shoulder, elbow, or arm aro the parts found 
presenting. There are four positions — namely, ( 1 ) left dorso-anterior, in 





which the head lies in the left iliac fossa and the back point* anteriorly 
(Fig. 27) ; (2) ri^ht dorso-anterior, in which the head lies in the right 
iliac fwm With the back of the child anterior (Fig. 28); (3) leil abdom- 
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ino-anterior or dorso-poaterior, whioh (Mrresponda l» the one firal men- , 
lioned, except that the abdomen lies anteriorly and the back toward the 1 
mother's back (Fig. 29) ; (4) right abdom ino-anterior, in which the head ' 
lies in the rii;ht iliac fossa and tlie abdomen poinia anteriorly (Fig. 30), [ 
The most frenuent are the two first mentioned, and of these the left 
doiso-auterior la the one moat commonly met with. 

How fireqnentl^ do pteeentatioiis to the trunk occur? 

AcoordinB to eoine, theyare found its olien na 1 in 12,i, while othere 
give (heh fref(ueney as I in 250 or 300, 

State the causes of transrerse or shoulder presentatioas. 

Multiparity; a too pronoiin^l uterine obliiiuity; pelvic deformidea, 
especially a jutting forward of the satrum ; excess of liquor amnii; ^re- | 
maturity ; deformities of the fcetul head ; pkuenta prievia, or a low un- i 
piantation of the placenta, which prevents the head Irom lying in the J 
lower uterine segment, — are among the man^ causes ^ivea. Then, also, I 
aucidenls may occur, which have a decided mfluence m delenuininK this 1 
fonn of presentation. Falls and irregular pressure over the ahcbmen 
may materially aid in determining a enouldcr pnisentation where a tend- | 
ency t^iward this exists in the way of utenne obliquity and lax ab- I 
dominid walls. 

How would you diagnose a trunk presentation before the mem- 
branes have ruptured? 
ImtpfiUhii shows !in uiiMynimetrieiil appearance of (he uterine tumor, 
with a bulging, rounded mass in one iliac to3s&. This is especially ap- I 
parent in thin women who have lax abdominal walls. Patpntimi leveds | 
the absence of any mass occupying the inferior uterine segment, but 1 
shows the presence of such a mass in one iliac ibssa and on the opposite J 
side of the abdomen; and, lying much lower down than would the breeoh \ 
in vertex or the vertex in hreech presentations, is found another masB. 1 
The smooth, hard, even surface of the back or the irregular abdominal 
surface of the fnetus can be appreciated as lying in an oblique diameter 
of the uterus. Aiia.iillatioii reveals the greatest intensity of the ftctal 
heart-sounds considerably higher up than is the case when the vertex ' 
presents. By vaginal cicaminatLDn nothing hut a flabby vaginal canal i 
and empty lower uterine segment can be felt * 

How would Tou diagnose a trunk presentation after rupture of 
the membranes 7 

Inspection, jiolpation, and auscultation are productive of the same re- i 
suits. In making a vaginal examination, uiileiw some part of the arm or I 
hand are prolaiised, we feel nothing. As a positive diagnosis must foe i 
made as early as possible, chlorgfurm or ether should he given, and tiia I 
band gradually introduued, cone-shaped, into the vagina. The two fin- I 
gers now being passed through the cervix, the smooth, rounded pCOni^J 
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I' be felt. 



PasBiDg arouDd it, the axilla IB recognized, and theD the ribs. When 
the latter are felt the dift^o«B is poaitive. The exact positiDii of the 
child ia asccrbkined by finding in whieh iliuc Ibssa the head lies. If this 
has not been determined by palpation, we will know as aoon as the axilla 
ia felt, since it always points toward the feet We detenuine the posi- 
tion of the back tnrougb the vagisal ezamitiatiou by feeling the spine 
of the scapula either in front or poBteriorly. In case the elbow lies at 
the OB, it is readily recognized by the sharply pntjecting olecranon process 
lying between the two smaller prominences, tnc ' " ""' 
of differ 



rcntiating the baud f 



prominences, the condyles. The method 
m the foot haa already licen given. 



Finding a hand prqjectiiig from the vnlva, how would you de- 
tenuine whether it was the right or left hand 7 

Imagine one's owu hand placed in the same position as that of the 
fcetus, and we know immediatoly which it is. Or take hold of it as 
though to shake hands; if the two palms and thumbs lie in apposition, 
it must be the right hand; if not, it is the Jei^. The position of the 
body of the child can also be recognized by the hand, provided we feci 
sure it is supiutited, as its back must point to the buck of the child and 
ils palm to the abdomen. 

Upon what does the prognosis of this fbrm of presentation de- 
pend? 

Upon the time when the position is recognized, upon its management, 
the cause of the presentation, and the facility with wbicJi version can he 
done. For the mother it is esceedinjclv bad when a. deformed pelviK has 
been the determining! cause or when labor has been much prolonged be- 
fore treatment is nndertakeii. Churchill estimates a loss of 1 out of 9 
mothers in 235 cases. About 6U per cent, of tbo children are lost 

How may these cases terminate 7 

There can be no mcchanisni to thera, hut there are two ways possible 
for them to terminate— namely, by "si>unLaneou8 version" or by "spon- 
taneous evolution." 
Wliat is spontaneous Teralon? 

Tliis can oidy occur with a living ftBtns, and may take place during the 
lalter weeks of jiregnancy or after labor has begun. It is the substituting 
of (he vertex or breech, over the cervix, for the shoulder. Tlie probable 
cause of this very fortunate but rare oeeurrenee is irregular uterine con- 
traction, and this tcnnination is rendered wellnigh impossible after the 
membranes have ruptured and the liquor amnii has been evacuated. 

What is " spontaneous evolution, " and when does it occur 7 

It 18 Ihe liirlh of the child folded as it were up<.in itself (Fig. 31). It 
can only take place during labor and with a dead foetus, unless under 
veiy favorable oonditiona— nauely, an exceedingly rooaij pelvis oad 
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sraall cliild or u, premature infant. Under these circumBtancea living 
fcelusci) have been hara by spontaneous evolution. Two TBiieties have 
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latter the child is crowded tightly down within the pelvis, the presenting 
shoulder lying behind and the head above the pubcs. With the head 
and shouldere fised here the hody rntafes, so that the breech is crowded 
out of the pelvis over the perineum. The head is the last part of the 
child to be e;(pelleil. 

Describe tlie numagement of shoulder piesentations if discerned 
before labor has begun. 

These cases should be trcutcd by doing a cephalic version. After the 
head Lbs been piished down over the cervix and the breech up in the 
fundus, a pad is to be applied over the abdomen bv the side of the head, 
and, to hold this in place, an abdominal binder, By these means we pre- 
vent the slipping back of ihe bead to its fonner posiUoa in one mac 

Describe the management of shoulder presentations after labor 
has begun. 

In these cflses one of three methods of version must be resorted to — 
estemal cephalic version if possible; faihng in this, the bimanual method 
should be tried, but cases are found where neither will succeed, and in 
these the internal version must be nerformed. Failing in all these, two 
resourcesremain: the destruction of the ftBtusfembiyotoim') andaCsesa- 
rean section. The obstetric operations ubove sjiukeu ol; versions, em- 
bryotomy, and Ceesarean section, will be described farther on. 

COMPLEX PEBSBNTATIONS. 
How would yon treat a case where the hand was found pre- 
sentine with the head 7 
It occasionally happens that the hand is drawn back by the child itself. 
If this does not occur, we attempt to gently force it back during the in- 
tervals between the pains, The bead will now usually descend suraciently 
to prevent its again slipping down. However, if it tends to return to 
the abnormal positjon, the forceps must be applied and the head en- 

fnged, care being taken not to catch the arm with one of the blades, 
f the foot is found presenting with the head, the same pkn of mana^o- 
ment may be pursued. This, however, is of very infrequent ueeurrence. 

3 where the aim lies across the 

The diagnosis of these cases is very difficult, and, unless by exclusion, 
can be made only after an unsestbetio haa been administered and the 
hand introduced mto the vagina. The obstruction to the descent of the 
head occurs so high up that by ordinary vaginal examination it cannot 
be felt. Tlie condition being; recognized, the patient may be placed 
under the influence of chlorotorm and an attempt made to replace tlio 
hand and forearm. This, however, is not likely to prove successful, and 
lalic verfflon must be resorted to. 
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Wliat treatment must be pursued when a hand and foot are 
found presenting ? 

Podnliu veraion. As IrBOtion la made un t.h« foot, iipwarJ pressure 
npon tlio shuiilcier causes the hand to recede, and a half breech^ sub- 
stituted lor the hand and fiwl. 

PROLAPSE OP THH FUNIS. 

What ia prolapse of the umbilical cord 7 and with what pres- 
entation does it most firequently occur? 
It is the falhng down of a loop of the cord beyond the preseutiug part 
of the foetus (Fig. 32). This loop becomes compressed between the 
presenting |jart and the walls 
Fi«. 82. of the oelvie, the circulation 

is intertered with or checked, 
and asphyxia and death of the 
fcetus result. It moat Ire- 
<iuently occurs with brcoch or 
transverse prcseutotions. 

State the causes and fre- 
quency of this compli- 
cation. 
Any condition which pre- 
vents the presenting part of 
the fcetuB mim accurately fitr 
ting the pelvic brim is condu- 
cive lo prolapse of the fiinis. 
Thus wc find it most com- 
monly in contracted pelves and 
with abnormal presentations. 
Other important > 




_ ., -iquor 

id early ruptore of the 
membranes, especially if the 
patient be in an upright por- 
tion , also an unusually long 
cord and low attachments of 
tho placenta. The trequency 



n which the prolapse occurs in a uiultipara with a small child 

._h or transveiHc presentation. At best, less than 50 percent. 

of the children are saved, and this mortality is much increased m TOtax 
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ispeoially il 
tllG child 1 



i higb up m ihe pelvis aud tliG child large nnd 

How would you diagnose and treat a case of prolapse of tlie 
funis? 

After the rapture of the membrane the diagnosis ia attended with no 
difficultiea. However, if it occurs before the liquor amnii has drained 
away, it ie ofteDtimeB difficult to determine tht condition unless the pul- 
aationscanbefelt through the membraues. The reason of this is obvious. 
Being light and soft, the moment the part ia touched with the finger it 
immediately recedes and liGa beyond our reach. If the condition is found 
before the membranes are ruptured, tbe woman should be kept quietly 
on her back with the hips well elevated, for as long as tbe membranes 
remain intact little or no presBiirc can be Qserted upon the cord, at leaRt 
not until tbe os is completely dilated. As soon as dilatation is complete 
two or three fingers snould be introduced into the vagina, and a very 
smaJI puncture of the membrane made, that the escape of the liquor 
aninii may be dow and tbe great danger of a large loop of the cord 
being washed out avoided. Upward pressure upon the prolapsed loop 
should be tried as soon as the liquor amnii has drained away, and an 
attempt be made to crowd the head into the pelvis by pressure over tbe 
abdomen. If this succeeds and tbe cord remains in its normal position, 
and if we find the child's condition ^ood, as will be shown by tno foetal 
beart-aouuds, tho labor ma^ be allowed to terminate by the natural forces. 
Such a favorable termination, however, though the most deairable, can- 
not always be looked for, and recourse to more active methods of treat- 
ment must be bad. There arc four procedures which may be attempted, 
no one of which is adapted to every case: (1) postural treatment; 
(2) artificial repo»tion by instrumonta ; (3) tbe use of tbe forceps; 
(4)verMon in vertex cases. 

The method of procedure in the first form of treatment is to place the 
patient in the knee-elbow position. This elevates tlie bips, and naturally 
the cervix ; at the same time it lowers the fundus of the uterus ; thus its 
anterior wall forms a smooth inclined plane down which tbe cord may 
pass. Before the rupture of the membranes this method will almost 
mvanably be crowned with success, and it is only necessary to rupture 
them and allow the woman to carefully turn over upon the back. If the 
cord again slips down, the some maueeuvre should be repeated, pressure 
being made upon tbe abdomen while in the knee-elbow position, that the 
head"^ may be engaged and prevent the loop from again slipping down. 
After the escajie of the liquor amnii this procedure is not so likely to 
rove successful. It may be tried, however, and often, if the heail can 
1 pushe<l up, the cord will slip back. The simplest instrument for 
loinplishin^ reposition, and at the aanie time one that ia most likely to 
at hand, is a gum-elaalic catheter. Tliis is pre|)ared by passing the 
...a ends of a narrow piece of tape tliiMUgh the end and drawing them 
down until tbey emerge at the eye of the catheter. Allow the loop (an 
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inch and a hulf or two inches] U) project through the eud. This is 

around the oord and slipped over the point of the catheter. „ 

drawing down on the ends of tlie tape which emerge from the open- 
ing', the cord ia tirmly held in position and carried up beyond the 
head hy pushing the whole urruugemcnt upward. Atl^r the proUrised ' 
portion ia well up ahove the head the catheter alone is withdrawo. The ' 
use of the forceps ia demanded when, with a, roomy pel via, the cord per- 
sists in relapsing ail«r being replaced. They should be applied, ana aa 
traction is maile the cord pushed upward. If after enraging the head 
the f<etal heart shows that the circulation is nut intAriered with, they 
may be removed and the labor allowed to terminate naturally. If not, 
the head must be rapidly drawn through the pelvis. It ia obvious that 
this method of rapid delivery should not be attempl«d unless the pelvis 
be amply large or the head very small Version is applicable aa a last 
resort ur in cases in which the foroepa aro inadmissible on account of a 
amall or primiparous pelvia. 

ANOMALIES OF THE FORCES IN LABOR. 
PROTRACTED LABOR. 
State the causes of prolonged labor, and when does the delay 
occur, 

Many pelvic deformities and inelasticity of the parturient canal, as 
well as tumore and fretal deibrmities, cause proloneed or protracted 
labors ; but the term is used only in those cases m which the delay is due 
to a defectively acting uterus, 'fhua, ils walls may be very thin, idlowinf; * 
only weak contractions or perhaps an entire absence of them. This la 
seen in women mar^n^ too young, as the organ is not fully developed. 
A condition of uterine inertia is also frequently seen in multiparee who 
have borne a large number of children. The org^n is, as it were, worn 
out. Enfeebled conatitution and lon^ reaidenee in tropical climates, i^ 
enfeebling the nervous jrawers, cause inertia. Meutal conditious, excen 
of Uquor amnii, and diaplocementa of the uterus are also causes. 'The 
delay, aa a rule, occurs in the second stage of labor. However, this 'm 
not always the case. A prolonged first stage, if the membranes remain 
intact, ia of little consequence to either the mother or the child, though 
this ia not so if the liquor amnii has drained away, as both the child and 
the uterus are exposed to oonatant and oftentimea uijurioua pressure. 
State the dangers and symptomB of a prolonged labor. 

To the child the dangers arise from the constant and prolonged com- 
pression of the head, us is shown by the gradual diminution in the fre- 
quency, strength, and regularity of the foetal heart. To the mother J 
exhaustion cornea, as it must with prolonged sufl'ering of an^ kind, f 
Injury to the soft stmcturea occurs, resulting at timea in sloughing wA A 
septic infections. The thin uterus, perhaps through inlorferaride, par- J 
haps simpljr through a aterine contraction, ntptnrea, and death n " 
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PoBt-panum hemorrhage is of itequent OMmrenuo in these caseB, and as 
a mle is difficult to control. 

•'iymptoniK.—ljshoT perhaps progresaes noiroally until the head has 
emergfKl trom the os, and tncn the painH cease or become very infre- 
quent, irregular, of short duration, and ine*pulHive. The pulse, which 
has been 80 or 90 up to this time, rises to 110 or 120; the patient 
becomee irritable and very restleBs. Nausea, vomiting, and a coated 
tongue, accompanied bv a rise of t^mtierature to 100° or 101° R, now 
follow. The vagina is not, dry, and extremely sensitive, and the secre- 
tions, which have been abundant, are entirely absent. Thirst is intense 
and a complete loss of appetite is preeenL If these syniptoms are 
allowed to t-ontinue unrelieved, the vomiting becomes excessive; 
delirium occura, the pulse becomes more rapid, and at last impercep- 
tible; the temperature rises vei^ high ; the vagina becomes hotter and 
drier ; and the patient dies with all the symptoms of complete ex- 
faaustion. 



As ha-i^ been stated above, it is rare to meet with caacfi in wbieb a 
delayed first stage reiinires interference ; however, cubek will arise where 
it becomes necessarj' to resort to treatment of some kind. If labor has 
been in progress some time, the os is tense and undilated, and the patient 
irritable, nervous, and wakefiil, we should first see that the rectum is 
emptied by a warm-water or soapsuds enema. A prolonged vaginal 
douche of a solotion of bichloride of mercury, 1 ; 10,(HX), at a tempera- 
ture of 112° lo 11G° F., will oflen alter materially the character and 
strength of the pains. If more rapid progress does not now occur, 
chloral hydrate, in gr. s-xv doses evet;; fifteen or twenty minutes until 
thirty or forty-fiv^ grains are taken, will ^promote dilatation of the os 
and allow of some sleep between the uterme contractions. Or a hypo- 
dennio of Majrendie's solution of morphine, "Ivj to viij, may be given. 
After a few hours' sleep the patient will awaken refreshed, and labor 
will now be rapidly completed. As soon as the oa is dilated sufficiently 
to allow of the introduction of the fin|>ers. they shonld be passed up iinil 
swept around the lower segment of the uterus, carefully dissecting the 
membrane from its walls, as undue adhesion is frenuently a cause of 
lardy or slow dilatation. Often much can be accomplished by the infni- 
ductioD of one or two fingers within the cervix, and in the interval 
between the pains, by gradually stretching it. If all methods meet wilh 
failure, recouiw may be had to the use of Barnes' hydrostatic dilalont 
The amallest size is first introduced ; after this is expressed, the second 
nise, and so on until the largest has been used, waiting each time for the 
natural expression of one before the introductiiin of a second. 

In caaea where the inertia uteri iB_ due to an over-distended organ fxeni 
e amount of liquor amnii, the fluid must be evaouated, and in 
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aucli pases the rupture of the mumbraneH licfore the dilatation of tJl^^P 
is iMuiplet.i! is pcribctly justifiiible. 

Describe the man&geiueiit of prolonged labors when delay occurs 
diirmg the second stage. 

Dilatation of the an m cotuplet«, the head enters the pelvis, and here 
desoent ceaaea. Our first sten is to ileteniiine the cause of delay — 
whether it be a weakness of the uterine muscles ur a disprnportionate 
head, If the former be the cause, forceps may be used with great suc- 
cess and perfect safety. Often it will be only necessary to make traction 
a few times when the pains will return and labor be terminated nor- 
mally. The second claaa of cases will be treated of nnder the head of 
Obstntcted Labor. 

There are several a^iuncts to, or methods of, treating cases of pro- 
longed labor. 

The first is the use of oxytocic remedies, or those drugs which, given 
internally, increase the force of the uterine contractjons. The drug 
whiclr has attained the most widespread reputation as an osytocic dar- 
ing labor is quinine. Playfair says : " It has no power in ilfielf to excite 
uterine contractions, but simply acts as a general stimulant and promoter 
of vital energy and ftinctional activity." It may be given in doses of gr, 
sv or sx every twenty minutes until gr. si or xlv are taken, and often 
will materially promote the progress of the labor. Ergot has also been 
used to some extent in these cases, but is absolutely contraindicaled. 
The contractions caused by it are not the regular uterine contractions of 
a pregnant uterus at term, but mther a constant t«nic rigidity, which 
simply delays labor, and often causes the death of the foetus from the ex- 
cessive compression to which it is exposed. Strychnine has been used 
some of late, and with success. Electricity, especially the iaradic cnnen^ 
has been used as a promoter of uterine contractions by some, but its 
utility is ver^ Questionable. If applied, the current should be given over 
each side ol tne uterus near the fundus. One other adjunct, occasion- 
ally resorted to, remains to be spoken of This is the so-called nmnoal 
expression. Its method of application is this: The palms of both hands 
are applied over the fundus of the uterus, and ns soon as a pain be^ns 
firm pressure is made in a downward and backward direction. Ths is 
eKtremelj painful to the mother, and is rarely attended with any saocesa. 
Therefore it should not be resorted to escepting under rare drcum- 
Btances— namely, a premature child and failure of the uterus to contract 
when the head is at the pelvic outlet. 

PBBOIPITATE LiBORS. 
What is a precipitate labor 7 

The so-called precipitate labor is one which takes place too rapidly. It is 
not of very frequent occurrence, and happens in this wai;: Just about when 
labor should Lwgin the woman has one pun, and during the contfaction J 
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the child and placenta arc bani. This is t)ic true precipitate klinr, 
though we often designate those cases as sueh in which one expulsive 
pain, just as the cervix is almost completely dilated, causes the birth of 
the child; in other words, eases in which tnere is no appreciahle second 

State the causes of, and dangers arising from, precipitate labors. 

Same women are OHpecially afflicted with this form of lahor, and (he 
cause is usually a large pelvis, lax parturient canal, non-rcsislin^ cervix, 
and an excessively strongly contraeting uterus. The dangers to the child 
arc obviously greater than to the motneT. The fact that it may bo boni 
at any time and plaec exposes it to creat risks, as well as the danger 
arising from its tailing to the grouna if the mother be standing, as is 
often the case. Tlic dangers to the mother are hemorrhage from rapid 
deUvery ortlie tearing away of the placenta from its uterine attachment; 
invention of the uterus Irom the dragging on the cord and placenta ; and 
perineal lacerations. 

Ib there any method of treating these cases ? 

If a woman is met with in whom this form of labor has once occurred, 
she should be kept nnictly in the house during the two weeks preceding 
the expected time of labor. In those cases in which ihe rsiiidity occurs 
during the second stage, chloroform may be administered and the patient 
cautioned to retrain trom all bearing-down efforts. 

ANOMALIES OF THE SOFT PARTS IN LABOR, 
OBSTRUCTED LABOR. 
What conditions of the maternal soft parts may cause delayed 
or prolonged and tedious labors? 
I. Of the Ulcruiaud Af^ndnges.—{\) Irregular ante-partum hour- 
glass contractions ; (3) fibroid tumors; (3) ovarian tumors. 

IL 0/ the Oa Uteri.— H ) Rigidity or spasm of the ob ; (2) organic 
rigidity; (3) occlusion; (4) cancer; (5) catching of the anterior lip be- 
tween toe presenting parts and pubes. 

III. In the Val/vla.—{^) Atresia; (2) cicatrices; (3) eyatocele; (4) 
rectocele; (5) rigid perineum ; (6) accumulation of fsecal matter in the 
rectum. 

IV, Jf(/if 0»rt/.—(l) (Edema of the vulva; (2) thrombosis of the 

Wliat is the so-called hour-glass contraction of the uterus ? 

This extremely rare condition has been described as a ciitjstriction uf 
the muscular fibres of the internal os uteri, which is bo firm and iiersist- 
ent us to Muse an ahnoat in sumioun table obstacle to the birth of the 
child. The administration of chloral in full doses is recommended, or 
complete anae^esia under chloroform or ether may cause a muscular 
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relaxation which will peimit of the intrnduHtion of the forcel._ 

delivery in this way, or the doing of a podalic version. Failiug in theae, 
CBOsarean section must be done. 

In wliat situation a,te uterine fLbroida likely to cause the great- 
est obstacles to delivery? and what is the great d^ger of 
flbroids complicating pregnancy? 
Tn the lower zone of the uterus or upon llie cervix, as (hey then fill 
up the pelvic cavity or infringe upoTi it, and prevent ilie descent of the 
iletiis. The greatest dan^r arising Irom the presence of fibroid tumon 
is the frequency with which hemorrhage oconrs after delivery in these 
CHsea. In cases in which the tumor is attached low down, by placing the 
patient in the knee-chest position it may occasionallv be pushed up out 
of the pelvis, and thus allow of the descent of the head. At other 
times, when attached to the cervix, it may l:>e possible to remove it by 
the ficraseur before labor begins if discovered in time. In a raajorily of 
cases delivery by the CsBsarean section is the only possible method, and 
the mortality in cases operated upon for this complication has laeen yeiy 
high. 

What can you say in regard to the management of cases in 
which ovarian tumors complicate pregnancy? 
If the tumor encroaches upon the pelvic cavity to a degree which in- 
terferes, to the slichteat extent, with delivery, it Bliunld be puDCtnred 
and the fluid withdrawn. If this be not possible, either craniotomy or 
the Offisarean section must be done. 



State the causes and treatment of spaam of the os uteri. 

The rigidity is usually only in the os extemuni. It is irequently 
with in women of a highly nervou.1 temperament and in those c 
where the linuor amnii is evacuated at the beginning of labor. A dis- 
tended bladder or rectum also frequently causes this condition, and as 
soon BS the catheter is passed or the rectum emptied dilatation proceetia 
normally. Again, we meet with cases where a thick oh is the cause of 
the rigidilA'. 

From what has already been said under the treatment of proloneed 
labofB, the management of these cases is obvious. Hot vaginal doucnea 
and forcible dilatation with the fingers may both be used, but the remedy 

Sitr Ruxllaice is chloral hydrate. Three most desirable effeeta are pro- 
uced by the proper administration of this drug : First, nen'ous patienla 
beoome quiet and sleep between the pains; secondly, the frequency of 
the contractions is decreased, and they become regular and stTonKer; 
thirdly, the os becomes soft and more dilatable. The best method of 
administration is by the rectum. 

In That class of cases is organic rigidity of the os met with ? 

In multiparaj who have had estensive laceration.') of the cervix witJi 

resulljng cicatricial masses, and in those oases where a, severe entlc 
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tritU or cerviuitia has ■been the caiiae of the rijiidity. As a rule, litllo or 
no trcatmeDt is rei:|uired, akhou^'h mori: rupid pruKreaa is nniaii it' fif- 
queiit douuliiiig ia resorted to. 

Vhat is tha cause of occlosion of the oa 7 and bow is it treated ? 
It is usually the result of an active cervicitis oaourring aftjar impreg- 
nation has taien place. The exudation of the plastio material causes an 
agglutination of the margins of the oa externum, Occaaionatly, aa in 
the previously described cases, douches will relieve the condition. If 
out, the patient should be placed in Sims's position, a speculum intro- 
duced, and the cervix esamincd. The position of the os is apparent 
from a small depression found upon the cervii. With a bistoury two or 
■ three small, conical incisions are made at the depression, The finger 
should then be pushed through the cervix, that we may know the con- 
dition ia relieved, and the labor allowed to progress normally if, as is 
usually tlie case, the dilatation progresses aa it should. 

Should preffnancy be allowed to continue if carcinoma of tbe 
cervix is present? 

As soon as such a condition is recognized abortion or premature labor 
should be induced. All are agreed upon this. If labor begins before 
the condition is discovered, ne should wait a short time to see if dilata- 
tion prosreases to any extent ; if not, the cervix is to be incised as already 
descnbed. Now, if delivery does tjot occur, ne may resort to one of two 
procedtires: craniotomy if the os be sufficiently dilated, or Csosarean 
section ; and, as a rule, in any case the choice lies with the latter. 

If the oerrix is found tightly wedged between the pubes and 
the head of the child, how woiud you remove it? and what 
are the dangers if it is allowed to remain 1 
During au interval between the pains the atiteriur lip i.s t^ikon lielwei'n 
the fingers and thumb end sipieezed. This will remove considerable 
serum from the oedematoua portion, and during the following pain it can 
be carefully pushed back over the head. If ttiis procedure does not suc- 
ceed, the forceps must be applied and delivery hastened, for prolonged 
cuHipresaion of this part results in sloughing and very probably sepsis. 
Deacribe the treatment of those cases in which the obstruction 
occurs along the vaginal canal. 
(1) Alriwa, — This is a partial closure of the vagina. It may be con- 
genital, and is present in the form of a band occluding a portion of the 
canal. As soon as the head presses against the constriction a nick is 
made with the knife or scissors, the fingers introduced, and the band 
torn. Imfwrfontte hymen or thin vaginal septa when met with should 
be treated in the same way, 

(3) OicotricfK.—QXA and firm cicatrices may be found in the vagina as 
a result of injorieB in former labors, from syphilis, or from severe fevers. 
Oc«a«onnlly they may be dilated by the continuous nge of BameB' hy- 
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drostatic dilators before labor baa begun. If not discovered untiri&cior, 
aa tbey axe tuade tense by the desccut uf the huiid a, aligbt nielc elioula 
be made with the knife, and dilatation may be accomplished during the 
birth of the child. Cases of this kind have arisen where eraniolomy 



(3) Ci^«^oce/e, or prolapse of the bladder aiid anterior vaginal wall, ha» 
given rise to au obstruotioa, but only in cuses where the bluadcr has been 
allowed to become distended. As a. rule, a, soft, elastic male catheter 
can be passed with httle difficulty, and after the withdrawal of the urine 
the relaxed anterior vaginal wafl can easily be pushed beyond the de- 
scending head. If the catheter cannot be passed, a fine aspirator may 
be used lo puncture the bladder and remove the urine, 

A few rare cases are on record where with a oystocole a large calculua 
is present. If the condition ia recognized during pregnancy — and this 
IB likely to be the case — it should be removed ; if not discovered until 
labor is well advanced, an attempt must be made to push it out of the 
pelvis by placing the woman in the kuee-elbow position, F^ing in this, 
a vesico-vaginBl fistula must be made and the obstruction removed 
through the opening. 

(4) Rectocele will never cause an obstruction of any moment unless 
the bowel be filled with hard fiecal matter. Naturally, in such oases the 
cunditiun is reUeved as soon as the rectum hus been emptied, 

(5) Riifidity of tlie Penntaim may be the result of ciiatridal harden- 
inj5 after injury liuring previous labors, but ia most often found in _pri- 
miparse in whom the pubic arch is narrow. This prevents the occiput 
from fitting snugly under the symphysis, and as a result rupture of (ha 
perineum is almost inevitable. When the perineal body begins to bulge, 
chloroform must be Iroely administered, and an attempt made to stretch 
it with the fingers. Episiolomy may be of benefit in t^ese cases if prop- 
erly done. 

State the management of those cases where delay occurs from j 
oedema of the vulva. 

Tills cuaililioN, «li(.'n found, is usually a-ssocialed with albiiniir. 

As the bead descends ibc U!<letiia betvmes more marked. By making 
numerous fine punctures witli a ntsedlu very rapid diminution i 
takes place, 
Wliere does the effuBion take place? 

Generally in one or both labia. It may, however, extend to all the sur^ 4 
rounding cellular tissue, even extending up to the abdomen. The strong \ 
"bearing-do_wn"_efforts of the mother as the head is about to pass tb« 1 
vulva, esfjecially if a varicose condition of the veins in this region e: ' ' 
is the deciding cause of injury, 
DascribB the Bymptoms and treatment. 

Pain, fendemess, and swelling, associated with mild or severe oomn 
tutional symptoms depending upon the character and extent of t 
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- 3 pain IP 

thighs and up the back. . . ^ .^.^ ._. ..._ 

site of the efhision, and is cstremely setisitive to the slightest cressure. 

The constitutional si/mptoms are those resulting from the loss of blood if 
rupture occurs extenially and the hemorrhage be not readily checked. 
These cases may terminate by absorption if the amount of estravasated 
blood be small ; or if nipture does not occur at the time of the accident, 
suppuration and slou^hin^ of the tumor may result. 

The ti'naiment eanaist&m the immediate application of ice over the seat 
of effuwon. If the tumor is not large enough to prevent delivery, this 
should be hastened by the use of the forceps, if aelivery is impossible, 
owing to the extent of the effusion, an incision should be made, the coag- 
ula removed, and the wound packed to prevent hemorrhage. It may 
even be nueeanary to use styptics or the actual cautery to accomplish 
this. If no difficulty occurs during the delivery or if the tumor appears 
afterward, the constant application of cold or an evaporating lotion will 
often rapidly promote absorption." If Kuppuration occurs, of course the 
tumor must be opened and treated as an ordinary abscess, 

ANOMALIES OF THK PKLVIS IN LABOR. 
MALFOBMATIONS. 
What is a malformation of the pelvis 7 

Whenever the pelvis varies ti'om the normal type to such an extent as 
to render labor difficult or dangerous for the mother, the child, or both, 
it is said to be malformed. I>eviations from the normal may exist in the 
form, structure, and dimensions of'tlie pelvis or in the du-eetionof its 
planes and axes. There are, accordingly, three principal vaiieties: 
pelves that are too large, those^ that are too small, and those having an 
abnormal inclination (Charpentier). 
Stato the causes of pelvic defonnitr. 

(1) Arrest of development or growth, which causes a funnel-shaped, 
masculine, or justo-minur pelvis ; (2) softness of the bones from disease 
(rickets and osteomalacia) ; (3) nmscular coutroctions ; (4) undue pres- 
sure at an; point. 

Describe the methods of examining and meaanring a deformed 
pelvis. 

If from the history anything can be elicited upon careful questioning 
that would lead you to suspect a pelvic deformity, a careful examination 
shotild be made at least three or four months before labor occurs. 

Ml 
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u much Ike an inch or more. Some autliors spe&k of the infantile and I 
nndtivelopcd jtelviR as differing from the justo-minor, but it seemH aa I 
though they might both bu claxNlied with the above, na the diameten ] 
are in proportjon, though all very niarketlly Bhon«ned. 

The iliaffiiogi.i of these casea is ollen not made until labor h.._ ..„.—, 
and if the amoujit of uontraetion be c^icessive the proguoeie ia nuturolly 
very grave. 

What is the so-called ma&cnline pelvis 7 and hoT is the defbnn- 
ttr produced? 
It IB a deep pelvis, narrowed at iu outlet by the close proximity of the 
iachinJ tuberosities, and henee called a funnel-shaped pelvis. The true I 
coi^ugale may be normal or even increased in length. The pubic atvh is I 
consider! Illy uarrowed. 

Which is the most* common Tsjiety of contracted pelvis 7 

The flattened, or that in whieh the anlero-pw)t«rior <liaineter a 
brira is shortened. Thia deformity also oocuts in rachitic pelves, but i« I 
frettuently found unaasociated with any diaease of the bones. It is pn>- I 
duccd by a jutting forward and sUding down into the pelvis of the ssicniin, I 
and is found chiefly among the poorer classes, who in early hfe have car- 1 
ried heavy weights and done bard work before ossification of the pelvia 1 
bones has been completed. Thoogh tlie eoryngate dbmet«r may be eon- I 
siderably narrowed, the tiansverso remains about normal ; and from this I 
fact the diBerentifd diagnosis between the simple flattened and the rach- I 
itie pelvis may be made, for in the latter, though the true coi^'ngate bfl I 
but Rlightly sbortenod, the traosveise is very frequently inoieaaed in I 

Describe the rachitic pelvis. 

This disease, rachitis, occurring early in life, and producing as it does a 
shortening and arrest in development of the bones, may give rise to the 
production of many diiferent deformities^ depending upon the influence 
of tlie external causes; for the affection in itself does not cause deform- 
ity, but rcndcis the bones so flexible that they are easily moulded. The 
most common variety of rachitic pelvis is tHe flattened. When this is 
Bssoqiated vrith a backward projection of the symphysis nubia and a 
bulging of the iliac bones, we nave the "figure-of-eight deformity 
(ITig. 34). In the flattened variety the sacnim is short, may be flat or 
even convex, is depressed, and tipped forwar<i on its transverse axis. 
The measurement between the anterior superior iliac spines is longer 
than between the crests, ^'ust contrary to what it should he. The pabio 
nrch is increased and the ischial tulierosities sepiirat^d more than normal 
The diameters at the outlet may l)e nearly noriiial or ituronsed, and the 
whole pelvis its shallow. Add to the above a backward depression of the 
-™'"'"~'°, and the "figure-of-eight" detijnnity ie caused. lUohftiQ 



MALFORMATIONS. 127 

women are, an a iiiIg, undersized, with short, curved limbs an<l large, 
prumitioiil hipa. There is uften present some Bpinal curvature, and tLey 




nsually hare a peoulior gait. The head is large and stiuare and the fore- 
head prominent. 

Describe the osteomalacic pelvis. 

Oslcoroalacia, hoinp a disease of adult life and occurring after the 
complete development of the hones, the deformities caused by it differ 




niarkeilly from those due to nicluLis. As the pelvic bones become solt.- 
ened ae weight of the body above twd the upwturd pressure ui' the 
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femom. from below cautie the deformity. Tho iwcrum ie dopressed and 
becomes greatly curved, so thftl. the kiwer uad upner parte approach 
eaoh otber. At tho same time, this allows the hiitiW verl«brse to de- 
scend and form n projection, narrowing the superior atnut. The cotyloid 
cavities are pimbed upward and in^rd by the femora, and thus Iwth 
oblique diamettira are shortened. The tuberosities of the Jscbia approach 
eaeh other, so that the Iransversc diameter at the outlet is diminished 
and the rami of tho pubic bones come nearly id contact, leaving only « 
deep Rssure in place of the aroh (Fig. 35). 
Wliat is Hagele's pelvis? 
Thia is an extremely raw variety of pulvic deformity which received 
its name from the complete dcsori^ 
Fi"- 36. tion civon of it by Nagele. It is 

the obliqueljr oval pelvis cauaed l^ 
an ankylosis of one of the sacro- 
iliac articulations and a laclc of de- 
velopment of the half of the sa- 
crum and the ilium on this side. 
The sacrum is pushed over toward 
the ankylosod side, and the sym- 
physis pubis drawn toward the op- 
posite Bide. Tlie oblique diameter. 
which is narrowed, is the one ex- 
tciidiiig from the normal sacro-ilioo 
synchondrosis (Pig. 36) to tlie 
ilio-pecti Ileal eminence on the af- 
fected side, 

Describe the transTersely-contracted pelvis. 

This is called the Roberts' pelvis, as it wna first described by this 
writer. It is chaructcriied by complete ankylosis of both the sacio-iliaa 
articulations. The sacrum is also depressed in the jielvis, and the iliao 
bunea flattened, so that there is a marked contraction both at the brim 
and outlet. It is an extremely rare deformity, but 8 cases having been 
rcconlcd. In 6 the Ciesnrcan section was done; in 2, craniotomy. 
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fined to one region of the spine or involve nearly ilH whole length. It 
may be caused by rickets or m due to some local disease, aucL as carieB. 
The curvature baa a tendency lo draw the upper part of the Bacrum 
upward and backward, at the same time throwing forward its lower por- 
tion. The ischial tuberosities are brought nearer ttigether and the pubic 
arch narrowed : the result is a deformity in which the antero-posterior 
diameter at the brim is lengthetied, while that at the outlet, as well as 
the transverae, is shortened. K kyphosis exists with rickets, the de- 
formity is even more marked and complex. 

State the character of the deformity caused by spondylolis- 
thesis and Bpondylozemm. 

It is a narrowing at the brim, sometimes to a very preat extent. The 
cause Uea not in the pelvis itself, but by the sinking of the lower lumbar 
vertebrsB into the pelvic cavity ; therefore the narrowing is not of the 
true coiuugate, which remains normal or possibly lengthened, but rather 
a blocklnc up of the pelvic inlet. The cause is either a dislocation for- 
ward of the vertebne, owing perha^ to disease of the articulations, or 
the condition known as spondylozemia, in which the bodies of the lower 
lumbar vertebras are destroyed by caries, allowing those above to sink 
downward and forward. The deformity is practically the same in either 
case, though the cause is very different. 

What other conditions besides those enumerated above may 
cause deformed pelves? 

(Ij Luxations of either one or both femurs, whether congenital or 
acquued, may cause deformity. If but one side is aifected, the half of 
the pelvis correspond in it to the iniury is less developed, and the pelvis is 
inclined ta this side. The one oblique diameter is dipinisbed. If dis- 
location be present on both sides, the iliac fossae are pushed closer to- 
eether, with the result of narrowing the transverse diameter of the cav- 
ity and increasing that of the outlet. With this deformity there is also 
an alteration in the planes of the pelvis. 

(2) Tumore growing upon the bones and obstructing the cavity are of 
very rare occurrence. 
Describe the methods of diagnoBing a contracted pelvis. 

In an equBlly-radlracted pelvis the external measurenLents will usually 
show the condition of affairs, and by a digital examination a confirma- 
tion of the diagnosiH is readily made. In the flattened pelvis we get the 
shortened internal conjugate, with i>erhap8 measurements externally 
whidi are norma] or nearly so. This is not the cose in the rachitic pel- 
vis, where the external measurements are apt to be considerably altered, 
as stated above. The Ininsversely-eontracted pelvis is determined by 
finding a shortening of the following dianielera : between the crests^ and 
anterior superior spines of the ilia and between the ischiatic tuberosities. 
Cases due to or associated witli spinal eurvatnree may be diagnosed b^ 
^e history of the case and an examination of this condition. The poai- 
e— ObE. 
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tiye diagnosis of the obliquely-contracted pelvis is mudc by letting fall 
two plTimb-linea with the woman in the erect position — one from tho 
Evmpli>'BiB pubis, and one from the sticral apines. In a nonual uelvis 
these will fall in the some plane, while in one obliquely uontract^d they 
will deviate considerably. 

What effects upon pregnancr and labor has a contracted pelvis? 
Many times the direut eause of an abortion or miacarriaga may be 
attributed to pelvic dcl'urniity. In case this does not owur and the prM- 
naney goes on t*) term, we find the fiindua uteri higher than it should tie 
at the period of the pregnancy, tho abdominal wtdle hang forward, and 
abnormal presentations of the foetus are much more apt to be present 
than iB the cose in normal pelves, the greater frequency of face and 
shoulder presentations being eepeciatly marked. Some of the disorden 
of pregnancy are apt to be much aggravated by deformities. Thie is 
especially true of the dyapncea and circulatory disturbances. In propor- 
tion to the amount of deformity are the risks to both mother and child, 
and the same mny be said in regard to the alterations in the oharaoter 
of the labor. The pnins are increased in intensity, depending upon the 
amount of resistance te be overcome. Labor is prolonged, ana beibre 
its completion the ubaracter of the contractions usually ohangeB, and 
from bemg severe, frequent, and regular they become infrequent and 
irregular, finally^ ceasing altogether. The ob dilatee very slowly, owing 
to the weak pains ana the fact that in such cases early rupture of the 
membrane is likely to take place. Then also the cervix is apt to be 
thick, as the bead has been jirevented from making any pressure upon it 
by liciog held above the pelvic brim by the contraction. 

What can you sa^ of the prognosis to both mother and child in 
pelvic defonmtieB? 

In every ease both tho mother and ohild are exposed to more dangers 
than in delivery through a normal pelvis, but to make a correct prognosis 
in every_ case is out of the question. We must be veo' guarded m our 
prognosis, and governed entirely by the character and amount of tlie 
deformity, the presentation of the fcetus, and the period of pregnancy 
at which the case oomes under observation. The greatest danger to the 
mother is from injuiy to the soft parla and occasionally to the pelvie 
joints. Then in those cases where operative interference becomes neces- 
sary the prognoeis is graver. To the child the risks are from prolonged 
compression, injuries to the head, body, and limbs during birth, and the 
greater frequency with which prolapse of the funis occurn. 

Describe the mechanism of delivery in vertex presentations. 

(I) In generally and equally contracted pelves the occiput is the first 
jjart of the head to engage. This becomes .jammed down, ao that the 
posterior fontanelle lies low in the pelvis, while the anterior is too high 
up to be within reach. The reHatanoe now begins. If the ixmtraoiioti 
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is not too great, deli^eiy will be accomplished in the usual way with a 
markedly moulded head or erHniotoniy may become neoesaary. 

(2) In a, flattened pelvis the head enters the pelvis with its biparietal 
diameter lying in the antero-posteriur diameter of the brim ; it beconjea 
well flexed, so that the posterior fontanelle comes lo lie almost ta the 
centre of the pelvis. In this way descent occurs until the pelvic floor is 
reached, when internal rotation tsJces place and delivery is completed in 
the natural way. The above occurs only in those cases in which the con- 
traction is not great and the aulero-postcrior diameter of the brim will 
allow of the engagement of the biparietal diameter of the I'cetal head. 
When the contraction is too great to allow of engagement, flexion does 
not occur above the pelvis, the bitemporal diameter engages, the head 
extends, and a brow or face presentation resulta. 

(3) In the obliquely-contracted pelvis, if the amount of obliquity and 
the contraction be not too great, the head enters the pelvis in the longer 
oblique diameter, well flexed. Descent in this same diameter continues 
undl the pelvic floor is reached, when the labor terminates in the natufal 
way. 

What can you say of the treatment in pelvic deformities ? 

The treatment resolves itself int« one of five courses— forceps, version, 
the induction of premature labor, crauiotomy or embryotomy, and the 
CiGsareaa section. Unfortimately, no hard-and-fast rules applicable to 
evei7 case can be made, and the course pursued must depend entu^ly 
upon the circumstances under which the case is seen. Most authors 
agree that a live child at full term cannot pass through a pelvis which 
measiu^ less than 3 inches in the internal conjugate and 4 in the trans- 
verse, unless it be unusualW small. If the case has been under observa- 
tion from the beginning of^ pregnancy, and carefid pelvic measurements 
be taken, and if the internal conjugate is not below 2} or '2^ inuheSj we 
should try and carry the pregnane to a period when a living child might 
be bora, and then induce labor. Nature mav complete the delivery after 
the pains have be^n ; and if not, delivery oy the forceps is much more 
likely to give a living child, owing to the softness of the fatal bones and 
the readincHs with which the head may be moulded. The following 
(able, given by Kiwisch and eof)ied from Plavtuir, may aid very uia- 
terially in concluding the proper time at which labor should be induced : 



the 30t)i week. 
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Bames says — and his opinion is corroborated by many other authors — 
that eitber version or the forceps is applicable to the pelvis of 3. 1 to 3.5 j 
inches in the internal conju^te. Many objections have been raised to | 
the use of the forteps, especially by the Oenuan obstetricians, some " 
which are the difficulties of introducing the blades and the doaffer of j 
causing injury to the maternal structurCB. If the head is seized by the ' 
ocoipul and forehead, it is maintained that their compressive aclJoii will i 
decrease its long diameter and increase the transverse. All these objeo- | 
tiuns are certainly open to criticism. 

Many believe it much easier to pull the after-coming head through a 
contracted brim than to draw the before-coming head down by the for- 
ceps, and therefore fiivor version. It is certainly true that version will 
succeed where the forceps have failed. In pelves between 3 and 3}- 
inohes veraion should be attempted. Between 3i and 3i either ia per- 
fectly justifiable. Above 3* the forccijs should be tried, and if without 
success version may bo done. In all iielves below 3 inches craniotomy 
or the Ciesarean seutiun must be resorted to. The latter is oerttun^ not 
indicated in pelves measuring more than 2i inches in the internal oo 
jugate, unless the child be unusually large. 

ANOMALIES OF THE FCETUS. 
PLURAL BIRTHS. 
State the causes of dystocia, in multiple pregnancleB. 

Inertia uteri, owiiiir to (ho excessive distension of the organ, the pres- 
entation of parts of lioth ohildren sinmllaneoiisly, and the interlooldne 
of the two heads in cases whore one child juresenls by the vertex and 
the other by the breech. 



It does not. As soon as the first child is bom and its cord tied and 
cut the child should be removed. Tlien we should wait a short time for 
the uterine contractions to recur. If they do not come on within a few 
minutes, the membranes surrounding the second foetus ought to be rup- 
tured and gentle friction mode over the fiindus. If this does not pro- 
duce contractions, the forceps may be applied, provided tlje head naa 
entered the pelvis, or a version may he done If this la not ibc case. 
Eilher will le comparatively easy, as the parturient tiiiiiil has been well 
dilated by (he birth of the first child. 

How would you treat a case in which both heads were found 
presenting 7 

By Introduuing the hand in the vagina and the fingers into the uterus i 
an attempt may be made U> push one child up out of the way. 33m J 
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fitrcepe are then applied to the other, that it may lie "engaged," and 
tlius prevent & recurrence of the complication. 

])' both heads have entered the pelvis — and such cases are recorded — 
it will probably be impusBible to ))uah one back into the uterus; in which 
caac the fbrceps might BUi'feeil in delivering, though probably perl'oru- 
tion would be r 



In what class of cases does mterlocking of the heads occur? 



In those casea in which i 
by the vertex (Pig. 37). 
TTie former is bom as 
far as the head, when 
delay occurs. An exam- 
ination now reveals the 
presence of the head of 
the second fcetus within 
or at the brim of the 



chilli jircsonls by the breei 



and the 



ader 



part of the chins of both 
infants in contact. We 
must try to push the 
secoud ctiild bock, as in 
the case described above ; 
or, if this is not possible, 
the forceps may be ap- 
plie<l and an attempt 
made to draw the head 
past the body of the first 
ehild. If neither means 
proves BUucessful, decapi- 
tation of the first child 
must be resorted to. This 
can be done by the scissors 
or ecraaeur; the body is 
then delivered, and an«r- 
ward the second head re- 
moved with the forceps. 




Locked Twins. 



FCETAL DYSTOOIA, 
What are the simplest forms of fceta) dystocia? and under 
what circumstances are they found? 

(1) An exceedingly large child; {'2) promutureoHaification of the bones 
of the flkull. These may both be met with in women marrying late in 
life, though the exc«8fiiyeai1bt of the child is the more frequent eause of 
(l)-stoeia under such circum fiances. Our first rocouTse is to the forceps, 
and if delivery cannot be accomplished craniotomy must be done. ^— 
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IS occasional^ happens, tbe dda.}! m of tlie shouldfTS 

r the birth of the head, traction may be made bj' drawing oa 
i.uu n<»iu ur by the introduction of the fingers iu the uxiIIk, and will 
usually be successful. If not, the arms, one afl«r the other, musi 
disengaged and drawn down. 

HYDROCEPHALUS. ENOBPHALOOELB. 
State the method of diagnosing iatra-uteiine hydiocephalus. 

Abdominal palpation will ofWn lead us to suspect the condition, if it 
lie present, on account of tbe disproportion between the head and breech. 
On vaginal exaniination afler the rupture of the membranes, the head 
is felt as a large fluctuating moss with enonnous fontanellea and broadly- 
separated sutures. The l>ones are apt to be very thin, and for this 
reason (he head has been mistaken for a second hag of waters. 

What can yon say of the piognosis and treatment in these 
cases ? 

The prognosis both for mother and child is very grave. The dangers 
* to the mother are Irom rupture of the uterus and injury to the solb 

The treatment varies according to the presentation. If the disease 
but alightly developed, it may tie poasible to deliver by the forcepa 1 
vertex cases ; and under such favorable circumsUnces there is likely to 
be httle if any diffiouly in delivering the head, provided the child pre- 
seotB by the breeoh. In most cases, however, craniotomy will be neces- 
sary. Of course in breech cases the perforation must be made through 
the occipital bone. 

Name the congenital tumors of the skull which may cause 
dystocia. 

Meningocele, which is a tumor over some point of the skull, made up 
of a portion of the meninges protruding through a congenital opening 
of the bones. This rarely, if ever, causes a delayed labor. 

Eacep}ia2ocele is the same as the above, excepting that some brain-sab' 
stance m addition to the meninges is contained within the tumor. 

Bydro-encephoJoa^e contains meninges, braia-substance, and fluid. 
This is the only form of the three which might cause delay in tb« 
labor. If so, it should be punctured and the fluid evacuated. The 
further progress of the labor will not be materially influenced. 

Dropsical effusions in the thorax or abdominal cavity, and malignant 
tumors of the liver, spleen, or kidneys, have occurred with regultlng 
delay, but these caseH are extremely rare. 

MONSTROSITIES, 
What is an anencephalic monster ? 



One devoid of a brain. The head i.= 



uielyHninU and rests directly 



r 
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ujiuri the shoiilik'rR ; the eyes protruiJe and look almost in an upward 
ilu'ection ; the (on^ae must frequently protrudes from the inoutli. 

Wliat forms of doulile monsters are described ? 

(1) Two complete foatusea, normally constituted, but united at some 
point. The friBion mav be either ba^k to baek, in which case it is at the 
ancrmus ; the two heads may be united ; or the union may take place in 
front, when it generally extends from the umbilicus to the upper part of 
the thorax. 

(2) A single body with two heads. These ore made up of two bodies 
also, but they are so fused that no evidences manifest tliemselves exter- 

The progress and mechanism of delivery in this class of eases must 
necessarily vary considerably, depending upon the form of the monster 
and its presentation. 

If botn heads present, one head may be born, then the other, and 
afterward the bodies, or mutilation of the infants must be resorted to. 

In ease the two heads attempt to enter the pelvis at the same time, and 
one cannot be pushed back, craniotomy must De done, unless the labor is 
a premature one or the beads are very small. 



CHAPTER VI. 

REMORRIIAGES, IK.JUIIIES, AND ACCIDENTS OF LABOR. 

HEMORRHAGES DURING AND AFTER DELIVERY. 
Do severe bemorrhageB ever occur during labor ? and what is 

the source of the blood if hemorrhage does occur at this 

time? 
Tliey do not, unless finin placenta prsevia or alow implantation of the 
placenta. There may be a little flood of blood from lacerations of the 
cervix or the os. These cease spontaneously, and oulv occur while dilata- 
tion is going on or just as the second stage is reached. 

Or some hemorrhage may occur from abrasions or tears of the vaginal 
mucous membrane or perineum. These take place as the head passes 
throu^ the pelvis or escapes from the vulva, and are very rarely seri- 
ous. It occasionally happens in extensive iiuurics or lacerations that 
some large vessel is ruptured, but the position is such that clamping 
and ligation, if necessary, may be easily done, so that little if any harm 
ever results. 

lat is a pi 
are met with 
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afVcr the birth of the child. This ma^ be (1) immediately after the | 

child IB born, but before the third ata^e ib completed; (2) after the birth i 
of the placenia; Ci) some hours after lolior is completed. This last 

vaviety is called "secondary post-partuiu hemorrhage. J 

An alarming flow of blood may take place aibr the child is born from i 

n badly-lacerated cervix, cases even occurring where the circular artery I 

of this part of the nteriiB has been ruptured. These are not true post- I 

partum hemorrhanes, though unless care is laken they might easily bo ] 

thought Buch. I 

A Taginal examination reveals the condition, and the treatment oon- I 

sistB in passing a wire sutilre through the cervix, bo as to close the rent I 

and thus eheCK the flooding, I 

State the frequency and causes of post-partnm hemorrhage. ' 

It is an extremely frei|uent complication of labor unless the case be ' 
managed properly throughout, under which circumstances it rarely | 
occurs. 

The one eaaae ia uterine inertia. This may be brought about or pro- 
duced in many waya. One very ft«quent cause of inertia is over-dislen- 
sion of the organ from twins or hydramnion. Prolonged labors, from 
exhausting the muscles; prrcipilafe hbon, in which the uterus is so 
rapidly emptied that it does not contract; and rapid forcep» ddiverien, — 
bnuK about the same result. A debilitabid or exhausUid condition of the 
mother from albuminuria, ansemia, or other diseases, and emotional 
causes in neurotic women, are also productive of the accident. 

The causes of secondary hemorrhages may bo any of the above, and 
in addition the retention within the uterus of portions of the placenta. 
the membrane, or large blood-clots. Any exertion, such as turning 
iiuickly upon the aide or rising suddenly in bed, may cause it, as well as 
the ftee use of cardiac stimulants. Local conditions, in the way of dis- 
tended bladder ur full rectum, have also caused severe hemorrhage, as 
also the different lorms of displat^emcnts, especially retroflexion. 

What are the symptoms ? 

The flow of blood maj[ occur suddenly and with a profuse gush, or 
may begin as a slight trickling, which continues only as auch or later 
becomes more proiuBe. This may be the only symptom if the hemor- 
rhage is inimeijiately checked. If not, all the signs accompanying the 
loss of blood follow. The face becomes pale and anxious, the eitrenudes 
cold, the ptdse rapid and feeble ; blindness and possibly syncope occur, 
or perhaps extreme restlessness supervenes and the patient throws her- 
self about on the bed. The so-called " air hunger ' is developed, the 
patient taking short, rapid respirations and citing for air; then 
vulflion may occur, and in thia the woman dies. 

In cases of secondary hemorrhage we may be deceived in looking on 
the vulvar pad for blood and flnding none, and so attribule the svmptoiM 
to some other cause. The absenue of the flow ia owing to the toni 
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of a, clot at the nervut, which prevents the escape of the blood csternaMy, 
and the only thing found on tlio dressing is a Uttle clear aenini. 

In any case an examination of the audomen immediately reveals the 
condition. We find, instead of the hard, rounded uterus, a soft, flabh^- 
fecling abdomen, and are perhaps unahle to map out the uterus, or, if 
we do make it out, it is large, with the fundus high up. 

Wliat is the treatment ? 

The treatment should be — 

(1 ) Prtventivf- — From the time the head has emerged from the vulva 
until at least half an hour or three-quarters oi an hour after the placenta 
has come away, the hand should be kept over the fiindus of the uterus 
to prevent its relaxation. Then, as soon ob a carefiil esamination of the 
placenta and memhraties shows them to be intact, a full dose of the fluid 
extraot of ergot {3j-3ij) should be given as a routine practice in eveiy 
case, and at the end of three-quarters of an hour the binder applied. 
The patient must be moved carefully and gently, and, above all, kept 
ftom any form of excitement. 

K the above is carefidly carried out in every case, a post-partum hem- 
orrhage will be an extremely rare occurrence. 

(2) Curative. — Our energies are all directed Inward one thing, and 
that is to excite uterine contractions. Failing in this, recourse must be 
had to the use of styptics. The former ia Nature's method of checking 
and preventing uterine hemorrhage, and unless all the reflex irritability 
of the organ is gone it will be successful. 

As soon as the placenta, is separated from the wall, which occurs dur- 
ing the last few pains, the muscular fibres contract firmly, completely 
closing the orifices of the l«m utero-placental vessels; thrombi now 
form m these vessels, and, even though slight relaxation of the womb 
does occur, no hemorrhage results. Therefore, if we can bring about 
thie condition of aflairs when it does not take place, we accomplish what 
Nature has neglected to do. If the hemorrhage takes place before the 
birth of the placenta, sufficient friction over the fundus to cause a con- 
traction and the delivery by Credo's method will generally be immedi- 
ately followed by a cessation of the flow. However, we find cases where 
repeated attempts at Credo's method of expression fail, and in such cases 
the secundines must he removed by the mtroduction of the hand into 
the cavity of the uterus. With the umbilical cord as a guide we slowly 
pass the hand, which has been made thoroughly aseptic, mto the uterus, 
and, reaching the placenta., carefully insert the fingers between it and 
the uterine wall, and gently dissect it off. Extreme care must be taken 
not to injure the delicate membrane lining the uterus, for it is at 
times difficult to distinguish between it and the placental tissue. A 
thorough uterine irrigation should follow any procedure of this kind. 

If the hemorrhage occurs ailer the birth of the placenta, immediately 
attempt to excite uontrnction by friction over the fundus, and give the 
patient a lull dose of ergot, or, better still, a hypoderraio of ergotin. 
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While this is being done the nnrHe or assistant should be preparing & hot 
douche of carbolic acid, 1 : 80, or bichloride of mercury, 1 : 5O0O or 8000, 
at a. temperature of 113° b) 1^ P.. and with a Chamberlin's tube an 
intra-ntenne irrigaljon is given. The hemorrhage contiauing alter one 
or two plots have been used, we should not continue this longer, but re- 
sort b> some other method of causing contraction ; and one of the sim- 
plest and at times moat effective is ice. A piece about the size of a 
walnut is carried up into the interior of the uterus and rubb«d about its 
wall It' the organ doas not respond, do not use a second piece, but if a 
faradio battery be ut hand use & current with one pole over the fundus, 
the other in the uterus. The toot of the bed should now be eleval«d, 
and compression of the abdominal aorta may be cried before styplica are 
used if the hemon'hage continues. The aorta can be distinctly felt above 
the fundus uteri, and may be pressed against the vei't«brol column by 
placing the side of the hand crossways over it. This procedure is of 
very doubtful utility. 

The three styptics mo3t commonly employed are vinegar, the subsul- 
phate of iron (Monsel's solution), and tincture of iodine. The first is 
used by soaking a cloth or piece of gauze in the vinegar, passing it up 
into the uterus, and squeezing it oui The others should he used onii/ 
in solution. The strength of the solution of the subsulphateof iron may 
be about 1 : 4, and of the iodine 1:2; but jieoer employ either unless 
yoQ axe sure of an avenue by which the fluid can escape. To be positive 
of this, pass two fingers through the cervis, so as to keep it op«n, and 
have a hand placed over the fundus of the uterus. 

Our methods must all be supplemented by treatment directed to the 
general condition of the mother. Hj-podermic injections of etherj whis- 



key, caffeine, strophanthus, di^talis, etc. may be necessary ; hot bottles 
should be placed about the patient, the pillows removed from under her 
head, and the extremities bandaged. For tliis purpose ordinaiy cloth 
bandages may be used, being applied moderately tight from the toes to 
the pelvis and from the fingers to the shoulders, Tliese may be left on 
until the patient rallies somewhat. 

Absolute quiet must be enjoined, and the hand kept over the fundus 
of the uterus for several hours at least. Remove all soiled clothing from 
about the patient without moving her, and ai^er a few minutes ^ivc a 
teaspoonfiil of brandy in hot water. If the stomach will retain this, the 
dose may be repeated every fifteen minutes until the heart begins to 
respond. If it is rejected, hypodermic and rectal stimulation must be 
resorted to. For the latter 8 to 16 ounces of hot water containing an 
ounce of brandy may be given throufrh a rectal tube. At the end of a 
few hours small quantities of beef Juice or mutton broth will usually be 
tolerated by the stomach. The patient should not be disturbed to change 
or remove the bed-clothes for at least fifteen or twenty hours. 

The treatment of secondary hemorrhage is practically the same as that 
for primary, excepting that we must bear in mind the fact that this form 
is generally caused by the presence of some foreign body within the Ute- 
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Ttneeavi^. Therefore our first procedure will be lo curefully remove thia, 
whether it be plmiental tissue, membraneB, or blood-clots, by the intro- 
duction of the hand. Afterward a douche is given, and Hs a, rule limi 
contraction results. Always see that the bladder and bowel are empty. 

In all cases of hemorrhage the loss of blood may be so excessive that 
transfusion or infusion becomes necessary. The method of doing this 
will be described later. 

The itjier-trcalmwt consists in the administration of a fiill, nutritious 
diet, tonics, imd iron. 

INVERSION OP THE UTERUS. 
What is inveraion of the uterus ? 

It is the partial or coinplel^ turning inside out of the lar^e, empty 
post-partum organ. As a rule, it begma as a. slight depression of the 
fundus, which may remain so or continue to sink until the entire mucous 
coat is outside and the peritoneal inside. The former is called partial, 
the latt«r complete, inversion. 

If the condition is Been and succeBafully treated immediately after its oc- 
currence, it constitute the so-called acute form, but if allowed to remain 
in its abnormal condition and adhesions form, it becomes chronic. Be- 
sides beginning at the fundus, eases are recorded where the inversion has 
begun at the cervix. 

State the causes of inversion of the uterus. 

There are three conditions which favor this accident — namely, uterine 
inertia, pressure from above, and traction from below. Naturally, a 
combination of the three might operate at the same time, under which 
circumstances the unfortunate occurrence would veiy lively result. 
When due to accident the causes generally ^iven are traction on the cord 
while the placenta is still adherent to the uterine wall ; n very short cord 
or one wound about the body of the infant; too rapid a delivery ; delivery 
in the erect posture; and strong efforts at strainmg on the part of the 
woman. 

Spontaneous inversions also occur. These are due to irre^lar con- 
tractions of the uterus. In some cases there is a relasation or atony of 
the cervix and lower segment, while the fundus is in a state of active 
contraction. In others probably the reverse of this is the ease: the 
atony is in the fundus and upper portion of the organ. 

Describe the symptoms. 

Pain, shock, and hemorrhage are always present in complete inver- 
aions. The former is excruciating, often causing the patient lo cry out 
at the top of her voice with the suffering. The shock is due both to the 
pain and hemorrhage, as well as the withdrawal of the uterus from the 
abdominal cavity. The pulse beuomes rapid and feeble, the face ijo.\s. 
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aod anxious, the extremities colJ j there may be vomiting, syncope, eon- 
vulaiona, and death, or the auute onset of the symptoms is followed by 
I, during which they all impruve. 



Hov is a dlagnosiB made 7 

The above Hymptoms, occurring immediately afler labor, would nat- 
urally lead one to suspeet this condition. On examining the ahdomen 
the hard, rounded fundus is missed, and, rarely, the depression may be 
felt even through the abdominal wall. 

A T^inal examination reveals the presence of a rounded tumor, to 
which the placenta is possibly attached. If only partial inversion exists, 
the tumor will be absent. 

The condition is likely to be confounded with but one other — a uterine 
polypus — and here only when it occurs some days after delivery and 
uomes on insidiously. The introduction of the sound will soon clear up 
the case, [fa polypus be present, it will pass by it and up to the fimdufl 
of the uterus, but iu a case of inversion it is arrested low down. 

What can be said of the prognosiB ? 

It is always very ^rave. The primary dangers are both from shock 
and hemorrhage, while subsequently sepsis nia^ occur from a sloughing 
of the uterus in consequence of constriction of its neck. This m more 
likely to fulluw if the condition is not relieved at the time of its oceor- 

State the treatment. 

In every case the immediate restoration of the or^an to its normal 
condition is indicated ; and this is usually attended with little difficulty 
if no delay occurs in making the attempt. Every minute passed ren- 
ders reposition more difficult. 

An anfBsthetic should be administered in every case unless the patient's 
condition is such as to render it dangerous. If there he but a partial 
inversion and only to a slight extent, direct pressure with the finders of 
one hand against the inverted portion, and counter- pressure with the 
other hand over the abdouiinal wall, are generally productive of good 
results. 

If the inveruon be complete, one of three courses of procedure may 
be adopted: (1) direct upward pressure of the uterux grasped in the 
hand and in the axis of the parturient canal ; (2) pressure direct!/ upon 
the fundus with the fingers made in the shape of a cone or with the 
fist ; [3) Noeggernth's method, which consists in placing the index finger 
on one side of the uterus near the entrance of the Fallopian tube, and | 
the thumb on the other. First one side is indented and then the other, 
and when this has heen accomplished direct pressure is made on the cei 
of the inverted moss until reduction is complete. In all these meth 
counter- pressure is made irith the other hand through the abdom 
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After reduclion the hand should not he removed from the uterine 
cavity until firm contraction is obtained and the placenta is dissected 
from its attachment. The latter must not he removed before the inver- 
sion is relieved, as severe hemorrhage would likely result. An intra- 
uterine douche must always follow. 

If the condition receives no treatment until days or weeks after iu 
occurrence, tasis may still be tried, but is not aa likely to meet with 

Failing in all attempta at reposition, extirpation of the organ must be 
done as a last resort, tnough caaes are recorded where spontaneous reduc- 
tion has occvured. 

RUPTURE OF THH UTERUS. 
Wliat extent of uterine rupture is seen 7 

There may be rupture of the neck alone, of the body alone, or of 
both at the same time. The laceration may ealend in a longitudinal, 
transverse, or oblique direction, and it may be complete or incomplete. 
Incolnplete rupture extends only through the muscular wall, while com- 
plete involves the entire thickness, passing through the peritoneal cov- 
ering. 

The usual seat is on the posterior surface, and more fte<iuently on tho 
left side of the median line. 

What can you sajr of the frecLuency and causes of uterine rup- 
ture? 

Statistics vary greatly in regard to this most terrible aceident of partu- 
rition. It fortunately is extremely rare, occurring probably not oftener 
than in 1 in 4UO0 cases. It is only seen in primiparse. 

The causes may be divided into predisposing and immediate. The 
predisposing causes are multiparity, abnormal presentations, deformed 
pelvis, disjiroportion between the ftetus and the pelvis, prolonged labor, 
and tninnmg of tho lower zone of (he uterus. 

There may be in multipara an alteration in the muscular Sbres of the 
uterus. This consists in a degeneration or soflening, which causes a 
weak power of contraction, and thus a prolonged labor ; or ihe rupture 
may occur from the softness of the muscular fibres, even though the 
labor be not prolonged. 

Abnormal presentation, especially trunk or shoulder, often causes rup- 
ture. 

Ijack of proportion between the child and pelvis is seen in deformed 
pelves and nydrocejjhalic children- As a matter of fact, rupture occurs 
more frequently with alight deformities. This is explained oy the sup- 
position that with slight deformity the lower segment of the uterus ia 
erowded down into the pelvis and pressed against the brim, causing 
i^iury. 

Prolonged labora after a time cause a thinaioft at \!Eia\a-B«i ^aiKKoa 



142 HEMORRHAGES, INJURIES, AND ACCIDENTS OF LABOR. | 

segment. At the same time there is a. retraction of the mi^es on tho I 
upper zone, and a reBultiriR thickening : a strong vontrac^on ovetna and j 
rupture results. This condition is by far the most ireiiuent predisposing I 

The immediate causes of rupture are— {I ) mechanieal injury, either I 

from nianipulnttou. blows, falls, etc.. or pressure of the uterus between 1 

some part of the child and the pelvic wall, causing a t.'ongestion, inflam- | 

mation. or sloughing of the tissue ; (2) strong uterine contractions. j 

Describe the BymptoniB. I 

Premonitory smtptmnn have been described, but they are too vague to J 
even mention. The oocident usually takes place very suddenly and during 1 
A strong expulsive pain, and is acoomnanied by a severe agonising pain ' 
assodated with a tearing sensation. It is said that a snapping sound, 
audible to the patient and bystanders, sometimes occurs at the lime of 
the rupture. Uterine contrnctions immediately cease : the pulse becomes 
irregular, rapid, and thready ; the face is pale ', the body is covered with 
a cold perspiration; the respirations are rapid, shallow, and sighing; 
nausea and vomiting take place, and maj- be followed by blindness, ring- , 
ing in the ears, and possibly convulsions. There is always moro or le^ 
hemorrhage, though this may not be visible, as the blood escapes into 
the abdominal cavity. 

Hot is the diagnosis made T ' 

On making an abdominal examination the fcetal parts are felt just 
under the hand, and a tumor entirely separate irom the child is appre- 
ciated. This is the uterus. Vaginal examination fails to find any pre- 
senting part. It has receded Irom the reach. The rent in the uterus 
may occasionally be felt, and it sometimes happens that a loup of intes- 
tine has slipped through it and is visible at the vulva. 

What is the prognosis? 

Very grave. Death may occur immediately from shock or hemor- 
rhage. The child almost invariably dies. For the mother the nroKnoeis 
depends considerably upon the extent of the laceration, and whetner or \ 
not the fcetus has escaped into the abdoniinal cavity. Statistics show 
about ID or 15 per cent, of recoveries. 

State the metiiods of treatment. 

/'/•(»tiA,i//'rcf(r.— This consists in terminating a labor which is becoming I 
so prolonged as to cause a thinning of the lower uterine segment, and in I 
imniediat* delivery, either by craniotomy or embryotomy, in ease a veiy I 
thin lower segment is found. All rough or improper manipuk,tionB \ 
during labor are to be avoided. J 

In case rupture has occnrrmi, one of two courses is to be punued, ^l 
depending upon the conditions present (any form of cxiicctant tnat- \ 
ment is never justifiable): 
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If the rent be small and the child has not escaped into the abdominal 
cavity, deLver as rapidly as posaible. Whichever method offera the 
matest chance for a speedy delivery should be employed, whether it be 
flie use of foreens, version, craniotomy, or embryotomy. After the 
birth of the chilo, careftillv and gently remove the placenta and wash 
out the uterine cavity with warm distilled water. 

If the fcetua has partially or wbollyescaped into the abdominal cavity, 
laparotomy is the only treatment Remove the child and blood-<.-totB, 
wash out the abdominal cavity, and sew up the uterus. 

Some go BO far as to rerammend laparotomy in everj' case of ruptured 
uterus, though the majority are hardly of the opinion that this course is 
justifiable. 

The after-treatment conaista in stimulants, a light nutritious diet, 
opium if necessary, and the introduction of a long glass drainage-tube 
into the utenia and just through the rupture if laparotomy has not been 
dona At the end of a few days, when adhesions have formed, the 
uterine cavity, if necessary, may be occasionally irrigated with warm 
sterilized water- 

AOOIDBNTS TO MOTHER, AND SUDDEN DEATH. 
Name the injurieB which may occur along the parturient canal 
during labor. 

(1) Latxrationg qf ihe Oe Exiermvm. — These almost invariably occur 
with every labor, and are of no consequence. 

(2) Liberations of (Ae Cervix. — These may be shght and confined to 
one side only (unilateral) ; tbey may take place on both sides (bilateral) ; 
or there may be lacerations throughout the entire circumference of the 
cervii (stellate). Cases have occurred where a narrow ring of the cervix 
has been torn away. 

It rarely happens that any immediate trmtment is necessary unless the 
hemorrhage be proftise, in which case the application of some styptic 
(subsulphate of iron) will immediately check the flow of blood, and the 
cervix may be repaired after the woman has recovered from the eflects 
of parturition. 

(3) Laceration* of the "Ri^iiia.— These never become grave unless 
occurring in the upper portion of the canal. A few coses are recorded 
where the rent has taken place in the vault and fornis, causing symptoms 
similar to those occurring with rupture of the uterus. However, they 
are extremely rare. Injury farther down should be repaired when labor 
is completed. 

(4) Tean nf the Vulva will, as a rule, he of little moment unless such 
injut;^ occurs as to cause thrombosis. Tliis condition has already been 



15) InjurifS to the Perineum. 
6) Injury to iht F^lvic ^oinfu.— This rare occurrence may be the result 
of Tiuentduiveries, eeperaally when sonie dispivpoition esieta between the 
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head apd pelvis, or it niay be the result of pacholo^cal changes in the 
aiticukliuDS. It coDMSts in a slight tearing apart or loosening of one of 
the joints, mo^t fretiuenlly the pnbic. 

Some pain upon moving about will be the only tympfom. 

The trfutmnit consigte in the application of a bandage which will 
rcn'ier llie joint immovable. Complete rest must be enjoined. 

State the causes of sudden death dniing ot immediatel; after 
deliveiy. 
(1| Exhaustion and Buffcrine (verj' riire) ; (2) air in the uterine sin- 
uses; (3) mental emotion; (4| affections of the respiralory organs 
(acute pulmonary congestion and <edema); (5) thrombosis and em- 
bolism ; (5) rupture of the aorta from increased tension, owing to the 
uterine contraction ; (7) diseases of the heart. A few other causes of 
sudden death at ihis time have been described, but they are of extremely 
rare occurrence. Many causes have already been described — inversion 
and rapture of the uteroB, hemorrhage, etc 

Is death from emotioiiAl causes often seen ? 

It is not, though a few cases are recorded where extreme joy or sor- 
row has been the cause of sudden death after labor, and in which an 
autopsy revealed no pathological conditions. 



Air entcra the uterine sinuses generally Irom improper management 
of the patient immediately aft^r labor, though it may be a purely un- 
avoidable accident. Carefeaaness in allowing au* to pass through the 
tube in giving an intra-uterine douche, and in carrying the hand into the 
uterus when this is neueaaaiy, is the moat fretguent way. 

The Kuwptomn are extreme pallor, dyspncea, perhaps vomitiug, col- 
lapse, and death. 

What disease of the heart most frequently canses death at this 
time? 

Fatty degeneration alone or associated with dilatation. Rupture of 
the organ may occur from a myocarditis, as well as the above, and is 
BOmetimcs due to violent straining efforts. 

What are the usual seats of puerperal thrombosis ? State the 
causes 7 

The ntihnonary arteries and the right side of the heart are the usual 
aeiits. 1'he primary causes of thrombosis are some mechanics! obdruo- 
tiun, aniund which oouRula form; an impeded or arrested circulation; 
and patiiological changes in the blooii which render it more easy of 
coaicuktion. 

The fuct that at luust two of these conditions exist in the puerpeml 
state renders the ■ondent more frequent at this time than under oidi- 
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nary circumstances. The blood of the post-partum woman is very coag- 
ulable, owing to the increased amount of fibrin already spoken of ; then 
the exhaustion, and perhaps hemorrhage, immediately succeeding labor 
predispose to thrombosis. The great majority of cases occur afler a post- 
partum hemorrhage. 

Describe the symptoms. 

Either a thrombosis of the pulmonary vessels or of the right heart 
causes practically the same symptoms, though in the latter death is 
likely to occur more quickly. No premonitory signs occur, and the 
patient seems to be doing well when she is suddenly attacked with the 
most violent dyspnoea. The face is either cyanotic or pale, and the 
struggles to get air are frightful. The pulse is rapid ana feeble or en- 
tirely absent : there is a sense or feeling of impending death, which may 
occur almost immediately in a convulsion, or the symptoms may improve 
somewhat. 

The prognosis is very grave, though cases have recovered and the clot 
become absorbed. 

Is there any treatment for this condition ? 

Death generally results too soon to allow of any plan of treatment 
being carried out. If this does not occur immediately, we sliould keep 
the woman at absolute rest and administer stimulants. 

What can you say of embolism ? 

It is an obstruction to the circulation, the result of either a detachment 
of a portion of a thrombus or of a detached vegetation from one of the 
cardiac valves. • 

The symptoms^ if it occur in the pulmonary arteiy and right heart, are 
exactly the same as those described above, though their onset may be 
more gradual. 



CHAPTER VII. 

OBSTETRIC OPERATIONS. 

INDUCTION OF ABORTION AND PREMATURE LABOR. 

State the most frequent causes demanding the induction of 
abortion. 

(1 ) Extreme contractions of tlie pelvis (below 2 inches) ; (2) encroacli- 
ment of large tumors on the pelvic canal ; (8) cicatrices of cervix or 
vagina not admitting of dilatation ; (4) some cases of cancer of the cer- 
vix; (5) irreducible retroversion or procidentia of the uterus: (6) fixing 
of uterus by adhesion ; (7) some uterine tumors ; (8) uncontrollable vom- 

10— Obs. 
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itiiif; with prupreaaivc emafintion aud exhaustion; (D) wnno cafies n 
ulbumlnHria with nephritis ; I lU) some case-B of cborea and inmnity ; ( M ) 

!)li)centM prtevin: (12) heart diseascavith extremis dyspncon; (13) rystii' 
lugeneration of the chorion (McLane). 
When Bhould prernKture labor be induced ? 

Premature labor is any labor occurring after viability of the child, but 
before full temi. Any condition, either of the mother or child, which 
would render dangerous or fatal the continuance of pregnancy calls for 
the inJuetion of premature labor. 

Conditions of the ftetus demanding it are (I) an habitually large siie 
of the bead or premature ossifiuation of the bones of the skull, as shown 
by former labors. In this ease the woman should be allowed to go nearly 
t*i tenn. (2) Repeated deaths of the foetus in utero during the latter part 
of gestation. T^is is caused by some form of degeneration of the pla- 
centa. (3) Death of the foetus in utero. 

Condiuons of the mottier which call for this operation may be any of 
those mentioTied under the indications for abortion : pelvie deformity. 
forbidding delivery at term ; uncontrollable vomiting ; advancing albu- 
minuria, or jaundice ; eclampsia; placenta pncvia ; hydramnion, when 
dyapncea is urgent ; estensive ascites ; grave diseases of lungs or heart ; 
tumors, etc. 

It should always be borne in mind that neither an abortion nor a 
premature Inbur should over be induced without a consultation, unless 
the case be urgent and no time allowed for calling a consultant. 
When ia the period of viability 7 

There is a fair chonce for a living child after 210 days, though between 
this time and 230 Ut 240 days there must be a strong feeling of uncer- 
tainty. After 2.W days we may feel sure of a living frotns. Always 
count from the last day of the last menstruation. 
What should be the prognosis when labor is Induced 7 

Always guarded, though depending almost entirely upon the oauso 
demanding the operation. 

The uterus is not ready to expel its contents ; manipulations are iiectta- 
sary ; hence greater risks of hemorrhage and sepsis ; not only these, but 
the oondition of the mother calling for the operation may be such as to 
odd other dangers. 
. For the child it is never very good unless the gestation be near term. 

What is the best method of inducing abortion 7 

Puncturing the membranes with a Sinia wound. (!nn tractions, as a 
rule, will soon come on, and t])e fcetus. nicmbrancs. and jilacenla all he 
expressed. If any of the seoundines be rt^taincd, the uerviK must Iw 
more fully dilated, and with a dull curette the entire oavitv cleaned ouL 
The fingere are preferable to the curette if the pregnancy nas advaiWed 
to the fourth month. Bear in mind the fact that abtolute cleanlimH 
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and antisepsia must be obficircd in the perTomiance nf tlic opemljon. 
Thorough cleansing of the parts about the vulva, a vaginal douche, eter- 
ilication of the instniments and the bands of the operator and bis assist- 
ants, mimf precede any manipulation. 
Tlic lifiir-lff'ilmnil nf aborlion is just, as it is for labor at fidl torni. 

Mention the different methods for the induction of labor, and 
state which are the best. 
( I ) Rupture of the uieuibnineB ; (2) intni-uterinc douches ; (3) intro- 
diiiiticin within the uterus of a gum-elaBtic catheter or bougie ; (4) dilata- 
tion of the cervix; (5) vayinal douches; (6) tamponing vagina; (7) elec- 
tricity (either the galvanic or the faradic current) ; (8) use of medicinea, 
either osytocica or purgatives. Several others have been used, but are 
entirely discarded. Among those mentioned, but two should be used, 
taking as adjuncts some of the others. These are puncture of the mem- 
branes and the introduction of a flexible bougie. Combined with cither 
" ' ■ . 1 1 »-. . .-^^ ^^ ^^ cervix, and tampons may all 

but the urtc of any of the latter tl 

Describe the steps to be taken in inducing labor in a case of 
albuminuria or a contracted pelvis. 

The methods now to be described are to be pursued in all cases where 
time is allowed. In some cases of placenta nrsevia or eclampsia, as has 
been mentioned, the immediate rupture of the membranes is indicated : 

(1) Preparation of the patient and the selection of the time; (3) 
preparation of the implements, operator, and assistants ; (3) introduction 
of the bonpe ; (4) removal of the bougie. The evening is, as a rule, 

E referable for introducing the bougie: as the pains generally will not 
ecin before morning, the labor may be terminated oy the following 
night, and thus neither patient nor ph3'sician loses any sleep. 

The prtrtjaration of the woman consists in giving her a warm vaginal 
douche of bichloride of mercury, 1 ; 5000, orof earbolioaeid, 1 : 60 or 80, 
emptying the bowel by an enema, and noticing that the bladder is also 
empty. She should then be placed so that the butlwiks come to the 
eilge of the bed, A gum-elastic bougie (No. \2 American is a desirable 
«i«e), perfectly new, should be placed either in a solution of carbolic acid, 
1 : 20, or of bichloride of mercury, 1 : 1000 (cold), and allowed to bo 
thoroughly immersed for at least half an hour before its introduction. 
A needle carrying a long piece of silk suture should be passed through 
the end of the bougie, that it may be easily withdrawn when necessaiy. 
Cotton tsmpons, stcriliEcd, are to be at hand. The hands and arms of 
the phyfiieiun and his assistants must be scrublied with soap and water, 
washed with alcohol or ether, and submerged fur a miimte or two in the 
biohluride solution. 

Evorytliing now bejng in readiness, a little chloroform is given. Tlie 
first two fingets of the right hand are introdoccd to the cervix, and, 



148 OBSTETRIC OrERATIOJJB. 

usinK them as a. gmde, the boogie is passed through the 08 i._ 
utenia. Very iiientlc pressure must be exerted, lo prevent if p 
rupturing of the MK^mbranes. If any obstruction be encountered, I.. 
bougie should be immediately withdrawn, its it hus probably come i 
contact with the i>laoenl«. Now introduce it on the opposite side. * 
least eight or nine inehes are fiaascd into the uterus, one or two tamponB 
introduced to prevent its slipping out, and &n aseptic vulvar pad applied. L 

It sometimes happens that the os is too tightly closed to allow of the 1 
introduction of the bougie. If such be the case, some dilatation must I 
first be accomplished by (he employment of a pair of hard dilators or, J 
the finger. A bougie is preferable to the gum-elastic catheter, as it. I 
contains no opening or eye through which air or sepsis might get up into ] 
the uterus. 1 

At the end of a few hours the pains mil usually begin, and when the | 
patient is seen in the morning labor may be well under way. Now n 
move the tampon. From now on the case is to be managed as one o 
normal labor, only that the bougie must be withdrawn when the os 
about one-half or two-thirds dilated. 

Ie it ever necessar? to resort to other methods or me&ns ? 

It is, Tliough uterine contractions m/i;/ iKjgin within a couple of . 
hours, cases occasionally co for days witlmut labor beginuing. The in- 1 
etrumeut should not be allowed to remain longer than twenty-four houtv J 
if the desired results do not follow. Remove it and introduce anotherm 
in some other part of the uterus, or fir^ dilate the cervix with Barnes' ] 
bugs. This b freouently a very valuable accessory. L 

In case rapid delivery should become iui|)erative afler contractioitt 1 
have begun, the dilators may also be used until the cervix will admit of I 
the aiiplication of the forceps. 

What care should a prematm-e is&nt receivo? 

It must be carefully wrapped in plain cotton and kept in a warm place. I 
Do not allow a bath to be given ibr two or three weeks at least. It I 
should be/«/, and not allowed to nuree, as the effort is too exhausting; I 
If possible, a wet-nurfte ought to be obtajned, and, beginning a few houis J 
atler birth, she should squeeze from hor breasts a couple of teaspoonflils I 
of milk, which may be dven to the child with a spoon or medudiiV' J 
drupper every couple of nours during the night as well as day. 

VERSION. 
What is version? 

Versiriti or luniing is the operation by which the position of the fi 

in ulerii is allcred, so that some one pi)rtion of the knly is substituted:^ 
liir the part originally presenting. 

Tiiore are two general varieties : cnilutlic, or the sulratitution of iJ 
hciid for some other part ; and pojime, ur the sjjbstitution of the f 
fiw another part ' - - 




How may versions be done ? 

Either oephaiic or podalic may be done by external manipulations alone, 
by internnl inntiipnlutionH alone, or by irxtenuil and iaiemal eombinei 

Bimanual" means the tisina; of both hands. "Bipolar" means that 
doting the o[)eratii>n huth jMilea or extrpmitie.s of the fetus are acted 
upon ny the two hands. 

State the indications requiring cephalic version, and what con- 
ditions are &vorable to its Bocceasful peifbnnance. 

Malpc^tions of the fcctus are the general indications for (his varie^ 
of version, and more cspeeiatly transverse or ahoulder presentations. It 
may also be indicated in slight pelvic contractions, where during the last 
month of ^csUtion the head lies out of the pelvis in one ihac fossa 
Some advise its performance in breech presentations. It is contraindi- 
cat«d where, from one cause or another, rapid delivery is dewred. 

The conditions wliich make the operation most favorable ore — an un- 
ruptured amniotic sac ; a movable fcctiis ; an opportunity of operating 
beibre labor baa begun, or at least before the pains have become strong 
and the os dilated ; a multipara. 

Describe the method of doing an external cephalic version. 

The patient is placeil upon her back, with the legs flexed at the knees 
and the thighs on the pelvis. One hand is placed over the head, the 
other over the breech of the foetus. Gentle downward pressure is made 
with the one, pushing the head into the pelvis, and at the same time u|)- 
ward pressure is made on the pelvic extremity. As soon as the i>ositiun 
is rectified place a compress of some kind (a folded towel will answer) 
over the lower part of the abdomen, where the breoch formerly rested, 
and another at the opiMisite side of the breech ; then apply an abdom- 
inal binder. 

Describe the combined method. 

The estem.il motboil hflvinf- been tried without result, we shotild then 
resort to the combined method. Many have been despribed, but none 
hjive met with so much success as the Braxton-Hicks method. 

Care ia taken to see that both the bladder and rectum are empty be- 
fore proceeding. Ether should be administered to the surgical degree. 
A warm antiseptic vaginal douche is given an<l the hands rendered thor- 
oughly sterile. Then introduce one bund into the vagina and two fingers 
ihrouKh the ccrviic. The slioulder will be felt lying over the ob, and this 
is pushed upwarrl in the direciinn of the feet. At the same time, with 
the free hand overHhe abiiomen the breech is pushed toward the median 
Unc or the head crowded down intii the jielvia. We now have (he head 
between the two hands, and if there is auy tendency tu a face presenta- 
ticm it may easily be. rectified. 

If the membranes be intact at the completion of the operation, they 



Is intertml ceplialic version ever indicated? 

Only in casea of fiice pvesentation willi tlie cliin ]iosicnor. Tiie metli. 
of rt'utifyiug this condition haa uJreiuiy 1*L'1i s|>i]kon of uniler Fact i'ri 

What are the Indications iat podalic version 7 
Any of those mentioned under Cephalic when this has been tried u 

auccesafully ; placenta prsevia ; some casca of prolapse of the funU ; nip- I 
ture of the uterus ; slioukier presentation vitli ))rolapsed arm ; ecltimp- I 
nIr, — in fuct, any case in which rapid delivery is ne<;es8ary. and where ^ 
this euii be accomplished most speoiJily by securing n fool and extracdng. 

Wlia,t are the conditions essential to its successful perfonnance ? 
and when is it contraindicated 7 j 

(1 ) An OS nearly or completely dikted, or at least one capable of dila- 
tation (sofl|. (2) Unruptured nicmbranes or a uterus from which the i 
liquor umnii has just escaped. (3) A presenting part that is not wedged 
into the pelvis, and preferaiily before engagement has taken place. (4) ' 
A pelvis room:^ enough to allow of the introduction of the hand. i 

Podalic version is absolutely wintrainaicated in oases where iKe labor 
has been so prolonged that the lower segment of the uterus ia thinned 
out, or where, from some cause or other— generally from the improper 
administration of osytocies — the uterus is spasmodically conlJ'acted over 
the child. Bupture in either case is almost sure to result. It is also 
contraindicated with marked pelvic ooiitnicUons or a vaginal canal of 
diminished size. 



The dorsal decubitus is ]iri>|iali!y always desirable, llie ]Kitient lying 
crosswise in the bed, with buttocks well to the edge. Just as iu sU i 
obstetric operations, the bladder and bowel should be emptied and a j 
vaginal douche given. 't 

The forceps must be at hand, in case tliev are needed fur delivery of j 
the afler-eoming head, and, as the child is likely to be bom asphyxUted, < 
hot and cold water^ ice, warm blankets, alcohol, eta must be in rotdi- ^ 
ness, that no delay in its resuscitation mav occur. 

An ansBSthetic— jjreferably ethei^-should bo administered. The olimOB:J 
of the hand to be introduced into the vagina is generally considered at m 
little importance : however, as it may become necessary lo introdvoe it J 
entirely into the uterine cavity, it is advisable to follow this plan; If tt" 
abdomen of the fcetus points to the left side uf the mother, tli* ri 
hand of the operator is used, and tiue vtna. 
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Describe the combined or Braxton-HickB method. 

It resolves itself into thi-ee stages: (I) The introduction of the hand; 
(2) the removal of the presenting iinrt nnd subMtitution of the leg; (3) 
exi ruction. 

The hand is gently and ciirefiilly introduced into the vagina, pressing 
conlinually uiwn the perineum, and not the soft ijarlfi under the syni- 
physia, and the two fingers passed through the cervix. 

Fi(4. aa. 
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poBitions it ispushod toward the Icf)^ and in the second and third toward 
the right. With the other hand over the abdomcD the breeoh is pushed 
downward on the opposite side. The shoulder will now coue within 

reach, and it in pushed nlunj; in a aituilar manner (Pig. 311) ; nt the same , 
time the breech in still further depressed. The nieinhnineB, if not al- 
reaiiy so, must now be ruptoted, that a knee or foot may be seized and 

Fio, 39. 




dramn down into the vagina (Fig. 40). The cxtcrnid hand should then j 
be ehanged to the ccphalio extremity, and upward pressure tiiiuie upon 1 
this. , 1 

If the shoulder present, and the arm be not prolnpai-il, and if thfl i 
membranes ore still inUict, we would naturally itttempt a wphalia ver- | 
gjon. Failing in this, the course of proeedure desoribed above would W J 
pDisued. 




TerBlon : third step (l>cgli 



iftt advantages haa this method over the intemal ? 

Tliti liand doua not liavc to be iutrodueed ioto tlie ut«ruB. Tliis is a 
jirocodure nlways aocontpiiiiied with Honio considerable risk, not only 
tliat there is greater danger of carrying in fieitsis, but with the organ in 
aetiVG contraction and its cavitjf completely filled we add the danger of 
jKuBible rupture by over-distension. 
Describe the operation of intemal version. 

Tills is usually a very easy operation, provided the membranes have 
but recently ruptured. In vertex caees the hand is introduced into the 
vagina with a alow, boring motion until the cervix is reached. If this 
be dilated sulliuiently to allow its passage, push the hand through, by 
the face and ap_ along the abdomen of ttie child. As soon as a uterine 
contraction liegins cease all man initiations and allow the palm of the 
hanil to press firmly against the belly of the fcBtns, that the knuckles 
may not injure the uterus. As vte pass along up, the elbowa, 
faaMB are felt, and just above a knee ia fo\nt&. Tae^^nf^ < 
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As we draw downward 
upon the leg our manteu- 
vres may be much focU- 
ital«i] bv apnard pressure 
on the child's hena, witli a 
linnd over the abdomen. 

11' the membranes are 
intact when the operation 
is begun, they should be 
ruptured as the hand b 
piitiscd thniugh the os. 

In sbuuliler presenta- 
tians the only aifferenoe 
lies in the fnct that tlie 
teet will not be found aa 
lii"h up, 

li' the arm be prolajwed, 
n piece of muslin a couple 
ol inches bruad should be 
riistened about the wrist, 
and mode long enough to 
j)cnnit the end to remaio 
outside ol' the vulva after 
the child is turned. Aa 
traction is made upon this 
during the delivery of the 
body and head, the arm is 
swept over the face, and 
the unfortunate complica- 
tion of an extension oV this 
member thus prevent^. 
The operation of turning 
in thc^ CBfiCS does not 
differ in the slightest ttvm 
bcin^ snared is not tuuuhed, but 
the breech descends and the bend 

Which foot should be brought down in doing an internal Tor- 
sion? and would you ever bring both? 

Ill vertex enscii it in \n-rf>:i't]y iiimiiiteri:U wliii;li kiicy is seized ; simply 
secure the one mast easji of access. In IransvcrMu jircsentations where 
tliti baoic of the child' lies anteriorly, many recoinninid drawing down 
the upper foot, while some think it heller Ui late the lower. 

It is never advisable tu draw down both limbs, unless the os be 




THE FORCEPS. 

pletely dilated, the pelvia roomy, anil tlie parturient canal krge ; and 
even under these circumstances it ia not necessary. 

How would you proceed in regard to the extraction of the fiatus 7 
From the time the lee has been brought into the Tacina the case is to 
be treated exiictly aa a breech presentation. If the tcetal heart ia good 
and the condition of the mother does not demand immediaW delivery, 
allow this to be accompliBhed by the natural forces. Wc always have 
present a condition of affairs where delivery can be completed within a 
very short space of time if it becomes neoesaury; and as there ia more 
danger of estundod head and arms if traction is made, we should not 
resort to It unless the conditions present demand such interference. 



To the mother, rupture, of the titorus, injury to the orpan so that in- 
flammatory conditions result, aiid seiu^is arc the grave dancers. To the 
child, injury, or even death, may be caused by our manipuiationa. The 
difficulty frequently enoountered is a fiulure of the head and shoulders 
to ascend as the toot is drawn down. Upward pressure over the abdo- 
men may be sufficient to cause these parts to recede. If not, a noose 
may be slipped over the ankle and traction mode upon this, while with 
two fingers m the vagina upward pressure is made on the shoulder. 

Cases now and again occur where all attempts at the hands of the 
most competent operators fail, and embryotomy or craniotomy becomes 



THE FORCEPS. 
What are the requisites of a good pair of obstetrical forceps ? 

( I) They should be easy of application and removal. (2) They should 
Tctom their hold and not slip. This will be accomplished if they possess 
the proper cephalic and pelvic curves. (3) They should bo strone and 
of proper lenuth, (4) Tliev must have as little divergence as possible at 
the shank. (S) The shouliler should be broad and strong; 

The ordinary forceps are about 14 inches long, and composed of three 
parla— blades, shank, and handles. The former may be perfectlj' solid 
or fenestrated, and ore di^inguished as right and lefl or male and female. 

There are the so-called asis-traction forcej* of Tamier, aa well as 
many modiflcationa, which differ from the oiiginal instrument princi- 
pally in possessing a curved handle, which is fastened near the base of 
the mades, and by which traction can be made directly in the axis of the 
, pelvia canal. 

What powers majr be exerted by the forceps 7 

( 1 ) Tr.irii->,i. —The amount usi'd must dej>cnd entirely upon the con- 
ditions demanding their use. 
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(2) Cmnpri-mon. — A little U always necessary, but it should a 

kupl up i^unttnuously. The foroepH are not maintained in apposition witliH 
lli(! liiflii! lioiid bv puiiipmeion on thu handles, but by prissure exerted 1 
u|Hin the blades by the soft parta and pelvis of the mutlKT. f 

{;i| Lfri-riH/': — Tliis, though perhaps slight, is exertud, or should be, . 
ill every fureups delis'ory. 

State the difference between "high" and "low" forceps opera- | 

tions. I 

When the instrument is applied with the head at or above the lirim 1 

of the (lelvis, it constitutes the " high operation." When low do« 

at iho pelTio outlet, it constitutes the " low operation." 

Hention the conditions necessarr for their use. 

(I ) The membranes must be ruptured ; (2) the oa must bo dilated or 1 
eapalile of dilalutiun ; {'X) there must be no obstruction to delivery that ] 
we cannot reasonably e!(])cet to overcome ; (4) the ivosition of the head I 
must be poaitively aacertained; (5) the bladder and rectum muat be | 
empty. 

What are the indications for their use? 

Any eonditiun, either of mother or child, remiiring iirompt delivery. 
However, the most frctiuent caiis«i neccs^talJDg forceps ueliveiy is inertia ] 



Describe their application. 
Thero are two methods of applying the forceps. One is called the 

"cephalic application," the other the "pelvic.' In the former the 
operator introduces the blades so that one may lie on each side of the 
head, while in the latter they are introduced on the sides of the pdvis . 
without regard to tlie poaition of the fietnl head. . 

It is best to adopt a plan wheroby these methods may be oombined, 1 
In other words, if the head lies in the oblique diameter do not introduoo 1 
the blades at the sides of the pelvis, but one a little posterioHy, the other I 
anteriorly, to an imaginarj^ transveree plane at the outlet. ITie applica- I 
tionconsistB — (1) of theirintroductioni (2) of thar locking; (3) of trao- I 
tion ; and (4) of the unlocking and removal. I 

The tbrceps should be boiled or sterilized afler eacli usin^, that they j 
may be thoroughly dean, and before their application jiLii.'d in :i pil.-h.'i 
oontaininga lU per cent, solution of warm carbolic ai.-ii|. Tin' lilnMii 
and bowel are emptied, a vaginal douche ^ven, and tln' |>;>I ii'nt |iLil'i'< 
at the edge of the bed, with outtooks at right angles to \i. ( 'lilnniliir'i 
tu the obstetrical degree only is generally aufiicient in " li>w u|)«ruUoii 

The blades am rcmaved from the solution and their outer surfauo oov- \ 
ered with Btcriliaed or carboli^ed vaseline or glycerin, 

Tlie left blade is grasped at the shank betwe<!n the Gngers and Ihoinb'i 
of the }eH baud, while the three fingera of tho right band are intrr * 
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on the letl side of tho vaKii"'' until they come in contact with tho head, 
HoW the blade at first almast perjwindioalarly (Fig. 42) ; then pass it 




aloiiR the ijjiluiar surfm* of tlie fingers, ^dually depressing the liatidlc 
as the instninietimaFses in, until by tho time its intru<!uutioti is c>uiii|jlele 
tlm handle pointH m a slishUy posterior directioii- 

The handle ia now genily held by an nssistant, tu iireveftt ite '^■'^j^ 
during a contraoUon or iia twisting from powJiAtm ^yifo "^a -w^ >aa**i "^ 



AJwnyfl see that 
irc caught in tlic 
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tawaxd the perineum, and the lock slips into position 
neither a Biuall fold of the perineum nor any hairs 

In the application of the forceps a good rule to follow is this : Use the 
firealest ^ntlcness aiiii care in the introductiun, and if, this being done, 
they dip in easily and lock without any difficulty, you may be sure every- 
thing is all right and that they ai'e property applied. If tlie sli^hlcsl 
rcsialAnce is met with either in tho introduction or the locking, imme- 
diately withdraw the blades and reapply. Introduce the blades during 
the intervals between the pains. 

Hov Ehould traction be made ? 

Always in the axis of the ^rturient ennal, and intermittently. Allow 
the nmi to rest against the side or front of the chest, and make traction 
onlv with the forearm and in thia way : With the palm of the hand 
looKing upward, the index finger is applied to one shoulder, the second 
wid third fingers to the other, the shank resting in the crotch between 
the fingers. When a pain occurs steady traction is made, first, in a 
downward direction, later in a horizontal one, and as the head emerges 
from the pelvis in an upward direction. The two fingers of the left 
hand should rest against the descending head to ^uard against the possi- 
bility of a tuo sudden and rapid descent, or, if it is necessary to csert any 
compression, this hand may grasp the handles of the iri^trument ; butas 
arule thia will not be called for. Ho oscillatyy movement of the handles 
is necessary. As soon as the contraction ceases discontinue traction. 

When sbonld the blades be removed ? 

In ordinary vertex cases as the head begins bulging the perineum the ' 
forceps should be removed, as there isalwaysdanger of laceration if this 
is not done. The experience of a few forceps deliveries will teach ua 
more in reganl to the projwr time for their removal than description 
possibly coiud. If the maternal condition issueh that a short prolon^Htion 
of the labor might be injuriousj deliver the head with ttie blades still ap- 
plied, ilic same may be said m regard to tlie foatus. If the heart has 
stopped beating or is growing slow and irregular, a rapid deliveiy is in- 
dicated. 

The after-coming head in breech caaes must be delivered with the for- 
ceps applied. 

Describe forceps deliveries vith the occipnt posterior. 

In these cases we should never apjily the forceps until Nature has 
been given an op|iortutiity of causing anterior I'otntiim, or at least until 
the condition of mother or child necewfitates their use. 

Tlie instrument is applied in exartly the same manner as already de- 
scribed, and traction made in the axis of the pelvis until the head has 
reached the iierineum. It will often be found at this tjuie that rotation. 
' letmken place within the blades, or, as 8owMitAme&V^w%\*sw^^'^w^"'^c*wil■- 
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ment turns with tlio head. Iti any caen we remiivo tho bliulcH after ijie 
head ha« descended upon the perinemn and give Niitunt atiutiier ohonoe. 
If delive^ does not tuke place, they miiy be roiipplied, niid now the 
traation, inxteatl ol' iMiinu: made upward, must take place backwani 
toward the perineum, as tne face should be borD Snt under the nytn- 
physia. 

Describe tbe high forceps operation. 

This is a much mnro serious and difficult procedure than the low ope- 
ration, and in a majority of cas&s version may bo much more easily dono. 
However, cases do arise where it seems the only indication. The head 
will lie either in a transverse or an oblique direction, never directly antcro- 
poatoriorly, bo that one blade must lie over the oociput and the other by 
the face as they are introduced in the sides of the pelvia. 

The cervis will probably be not completely dilated, and the head may 
lie so high up that itlKcomes neceasaiy to introduce the whole hand into 
the vagina, passing two or three fingers within the cervix to rest against 
the head, which is steadied by the hand of an assistant placed over the 
abdomen. The blades arc applied aa in the low operation, tliongh their 
application is usually atlcnaeil with much more difficulty. The same 

Erecautions are to be taken in locking the instrument. Traction muBt 
e made Bret in almost a backward direction ; and here is where the axis- 
traction forceps are^ of great value. Nevertheleas, tlie ordinary in8d;u- 
ment may be used In these casus, though always with much more O"* 

Wben can the fbrcepB be used in &ce cases T and liow are they 
applied ? 

When the chin jioints either anteriorly or to one or the other side of 
the motlier— iicfw if i)Osteriorly, for delivery by forceps in such cases is 
ulisolutely impossible. Their application, if the fronto-mental diameter 
lies in confomiitj; with the anlero-jKeterior of the pelvis, is simply in the 
sides of the pelvis ; but if it lies m an obli<iue or transverse diameter, 
the hlaiies roust be aptilied to the sides of the child's head and face. 

TntctiuD to bring the part down on the perineum is generally, ns in 
vertex cases, all that is necessary. If complete delivery most bo aooom- 

filished, simply bear in mind the mechanism in these cases aud apply the 
itrce in the proper direction. 
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If the chin rests beneath the aymphysiB, make the traction away from 
the back, Ihat the &ee may emerge under the pubic arch first. 

Never use forceps to the after-coming head until all other niethodB of 
deliveiy have failed. 

The forceps have been, and are still by some, applied to the breech. 
This procedure ia to he diacottra^ed. 

What are the dangers of forceps opeiations ? 

Th thr. }f other. — In lowoperationa, if properly and earefiilly done, there 
is almost no risk, and much less harm can be done by their use than if 
the fostal head is allowed to rest for a considerable length of time in the 
■pelvic canal. High operations are naturally attended with more dan- 
geiB, bnt oven here, if the cases are properly chosen and intelligently 
treated, the dangers arc not ^reat. 

The unfortunate results attnbuted to the forceps are injuries to the 
soft parte and the pelvis. Among the former are lacerations of the 
uterus, cervis, vagina, and perineum, sometimes the bladder, urethra, 
and rectum, resulting in inflammatory conditions, fistulse, and sepsis. 
To the pelvis both fractures of its bones and separation of the joints have 



To the Child. — Abrasions of the skin sometimes occur, hut are of no 
consequence unless they are so extensive and deep as to be lacerations. 
Thef are usually the result of unrelesaness or igngraoce. Fractures of the 
cranial bones, cerebral hemorrhages, thrombosis of one of the sinuses, 
and death have all been caused by prolonged and severe compression. 
Wlmt is the vectis? 

A short curved blade resembling one of the blades of a rair of short 
forceps. It was formerly used to promote rotation of the head and aid 
flexion, but has been entirely discarded. 
What is the flUet 7 

It is a loop of cloth, metal, or whalebone which is passed over the 
occiput or between the chin and thorax of the f<etus, so that traction 
may be made. It is somctiuics passed over the groin. It is never 
used now. 

EMBBYOTOMY AND CRANIOTOMY. 
Wliat is understood by these two terms 7 

Embryotomy is applied in general to an^ operation rejiuiring the de- 
atructioD of the foetus, whether this be a simple perforation of the skull 
("craniotomy"), perforation with crushing | cephalotripsy "), crushing 
the base of the skull ("basiotripsy "), or the severing of the head or 
mutilation of the ili'tus ("decapitation," "cviscenLtion"). 

Describe the instrmnents generally used in doing embryotom;. 

(1) i^/OT-«tor.— Many Jnstnmienta have beftai&Nistii'iOTV*^'^"^'*^*- 
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of the skull, but in a. general way thcy_ consbt either of a trephine iritli 
ti long haodlc, Homctiines hollow that irrigation may be resorted to ai ' 
the brain-substance wiished out of tJie skullj or of Boiswrs. Those su^ 
gesl^d by Suiellic or some modification of them ure moat frequcn^ 
used. Tlicv consist of a long-handled pair of suissors. the blades ol ■ 
which ore snort and triangular, the a^s of the tinangle being the point, I 
and the base a projecting shouldeT. The outer edge of the blades only 1 
is sharpened. J 

(2) Craiiiodasl.—Thm is a solid, narron-bloded pair of forceps, soJ 
designed that one blade may be introduced through tne perforation, thafl 
other kept outside of the skull. When both are introduced they aro-l 
looked like the forceps. The interna] blade is small, non-ibnestratedi M 
and convex, while the external is larger, fenestrated, and concave. When 1 
looked the former lies ap;^nst the internal eoncave surfaw of the skull, J 
while the latter lies against the estemol convex surl^. Thus it will bo 1 
soon two objects m^ be accomplished— ample traction, or, by a twisting J 
movement, a breaking olf of portions of the bones. 

(3) Oqihalutrilir. — This is a long, solid pair of forceps with a o 

pression-Bcrew at the ends of the handles. The blades may or may not 1 
OG fenestrated, but their inner surfaces arc usually serrated, and when I 
applied and compressed come much closer together thim do tlie ordinary J 
foroetK. 1 

(4) fiosio(n7ji'.— TliiB instrument, first devised by Tamier, is vciy 1 
complete, and consists of both peribrator and eephalotribc combined lu 

(5) Crotchft.—Th\s is a sharp-pointed hook which may bo fastened I 
on some portion of the skull and traction made upon the handle. It I 
should never be used where other instruments are at hand. 

State the indications for performing craniotomy. 

In B general way, disproportion between the head and th_ 

canal is the usiml cause requiring craniotomy, and this most frequently J 
arises from deformity of the pelvis. f 

The exact amount of eontractjon where the operation is justified in J 
I)refcrenoe to Ceesarean section is such a disputed point that it le impos- 1 
sible to lay down any fixed rule to bo followed in every ease. Some fizfl 
the limits of the operation at between U and 3 inches in the intenul'l 
coryugate, and others between 2} and 2}. We must depend, to a, laiga | 
extent, upon the conditions at hand for the performance of the two opc- 1 
rations, section or embryotomy. If, in a general way, the chances for 1 
the mother seem much better by destroying the fcelus, we should not j 
hesitate to resort to this procedure. Other causes, such as hydroceph- 
alus, impacted face or brow, extcndc<l aller-twming he;id, I'igiit soil P> ^~ 
of the maternal passages, cancer of the ccr^'ix, etc., have already b.. 
mentioned. Some reeonimend the operation in all eases where death 
the fietus is pomtive, but as this is always a questionable point to dea' * 
(t& hanily to be recommended. 
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Describe tlie operation. 

Aflcr the preparation of the patient, operator, aniil assistants, which 
shoultl be Just as fur furceps operatiom, the perlbrator, carefully guarded 
by the Gngers to prevent irijtir:^ to the vaginal wall, \a passed up to the 
head. Here, in vertex eases, it will come in contact with one of tlie 
parietal bonce, while in face or brow presentations it should be intro< 
duced through the frontal bone, one of the orbits, or the rooi' of the 
mouth; and in case the afler-coming head is to be perforated, it must 
be done back of the ear or to one side of the forauien magnum. Pre- 
cautions must be taken not to introduce the instrument through one of 
the sutures or fontanellcs, as the ot'erlapping of the bones prevents exit 
of the brain-subatance «nd collapse of the skuIL 

Ad assistant grasps the fo^lul licud firmly through the abdouiinal wiill 
to steady it, and the perforator, hold as nearly as possible at I'ight ani;1rs 
to the bone that it may not glide off, is slowly pushed through by ii bur- 
ing motion. When the shoulder of the scissors is reached tliu handles 
arc separated. This opens the blades, making a long incision in tlie cra- 
nium, CItHiug the instrument again, it is now introduced at right angles 
to the former incision, and the same raanceuvre re]Kated. Then push 
the instrament within the skull as far as the base, and, moving it about, 
thoroughly break up the brain tissue, and then withdraw it. 

Many recommcna that tlie skull should now be washed out thoroughly 
with some antiseptic solution before proGeeding further, but this is uu- 
neveesary if the dcstruetion of the brain has been carefully done. 

The completion of the operation consists in reducing the size of the 
head and delivering. Tliis is preferably done by the ecphalotribe, al- 
though it may be necessary to break up the vault of the cmnium some- 
what with the cranioclaat. The blades of the instruuieut must be deeply 
introduced, that the base of the skull may be reached, and after apiily- 
ing, the screw on the handles is turned slowly and the bones crushed. 
Delivery is then accomplished as with the forceps, though it may be 
necessary to remove and reapply the instrument once or twice during the 
operation. 

As a, rule, the body will offer no difficulty to delivery, though excep- 
tionally further mutilation must be done. 
What are the indications for, and the method of, decapitating ? 

Impacted shoulder presentation, in which the child is jaumied liu: 
enough into the pelvis for the neck to be within reach. 

There are many varieties of instruments in use for decapitating, but 
the one which has gained the gretitest reputation is a curved steel nook, 
the internal edge of which is sharjiened. This is passed over the neck, 
and by a ba^rkward and liirward movement the head ia sepantted from 
the bodj;. 

The wire &.Taseur has also liecn suiuewhat used, as has also a jiair of 
blunt sciflBoni. Whatever should be employed must be. laei tav^v '^•s. 
greater care, that injury to the matem A tto«!l\aga ^ofe »<t^B^ 
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Ab soon as completely severed (he head is pushed up info the iS 

and the body withdrawn by dragging down upon the arm. The head 
reinainB to be delivered, and this can generally be done by crowding it 
down into the pelvis by abjgmina] pressure ana applyinR the forceps, or 
]irelerably the ceplialotribe, If not, it must bo perforated, and under 
the cireuinstuncea tlie openitioii is not an easy one. 
When should evlaceration be resorted to 7 DeBctihe the opera- 
tion. 

Occasionally after craniotomy where resistance is encountered in de- 
livering the body, moat frequently in impacted shoulder presenUttions 
where the neck lies high up beyond reach. 

The most dependent part of the thorax is penetrated by a strong pair 
of scissors, the thoiiicia viscera broken up and withdrawn in piecee. 
Next the diaphi-agm is cut throuch, and the contents of the ubdomina] 
cavity removed. This will allow the body to collapse, and to bo born as 
in spontaneous evolution. It is said that if the spinal column be divided 
with a. strong pair of sclssots passed through the opening in the thoras, 
the delivery is easier, as the child is folded as it were upon itself. For 
its removal the crotchet or blunt hook may be used. 

The dangers to the mother of any of the above-described operations 
are evident, unless the greatest care and antiseptic precautions are (^ 
served, when naturally they become materially lessened. 

An intra-uterine irrigation of a bichloride-of-mercury solution, ] : 5000. 
followed by a prolonged douche (intra-uterine) of thoroughly steritiKed 
warm water, should be given in every case where either the nand, fingers, 
or any instrument baa been introduced into the uterine cavity. 

The qfler-lrealTiLeiit docs not differ from that following a normal de- 
livery. 

THE CfflSABHAN SECTION AND ITS MODIFICATIONS. 
What Is the OaeBarean section? 

It is an operation consisting in cutting through the abdoniinnl wall and 
the uterus, and removini^ the child through the wound thus made. 
There are several mo<lifications of the operation: (1) ThcPorro, in which j 
the uterus is am[)utated, with its appendages, at the cervix, after the j 
removal of the child: and 

(2) The Porro-Miiller, which is a modification of the abovoj and ol.. 
aists in lifting the uterus out of the abdominal wound, constnoting the 
cervis to prevent hemorrhage, then incising the organ, removing the i 
child, and amputating as in the above. 
What are the Indications requiring the operation? 

Deformities of the pelvis, where the dangers of craniotomy would be | 
greater to the mother than laparotomy ; mHlignunt tumors of the cervix j 
or uterus ; tumors obstructing ihe pelvis and rctjdcriii^ delivery in this j 
way impossible ; occlusions of the vagina, rendering delay dangerous a 
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ipoasible; some cases of impacted transverse presentations, with per- 
haps dqIj' alight pelvic deformity ; death of the mother during the latter 
months of gestation or during labor. ChddreD have been saved where 
the operation was done soon afler death. 

Is it poaaible to loalce a prognosis as to the lesnlt ? 

[t is not, as the success or fiiilure of the operation must depend upon 
_ . many conditions. The general health of the woman, the experience 
of the operator, the preparations and surroundings of the ratientj and, 
above all, whether or not the operation is one of election and the time is 
chosen or one of necessity, matce a prognosis favorable or unfaTorable as 
the case may be. 

If the patient's condition is good, the ijnie for operating properly 
chosen, and the surroundings favorable, the mortality is not over 25 per 
cent. The usual causes oi death are shock, hemorrhage, exhaustion, 
peritonitis, metritis, and septicssmia. There is little or no danger to the 
child. 



__ in now generally admitted that the liest time for operating is atler 
labor has begun, for two reasons ; First, the uterine contractions prevent 
hemnrrhitge ; and secondly, free drainage of the lo<;hittl discharge is ob- 
tained, as the cervix is somewhat dilal«d. Some think it is just as well 
to induce labor near fidl term ; others prefer having everything in readi- 
ness and waiting until it normally occurs 

PtmaTutions.—'The room for the operation should he large, well ven- 
dlatea, and well lighted both by natural and artificial lishte, as it may be 
necessary to operate at night. All furniture is to be removed, and the 
floors, walls, and ceilings washed with a 1 ; 500 solution of bichloride of 
mercury. 

As term approaches, provided it has been decided to defer the opera- 
tion until this time, the patient's bowels must be kept open by the use 
of laxatives or enemas, and some mildly antiseptic vaginal douche given 
daily. 

i soon as labor begins the abdomen and suprapubic regions must be 
shaved, thoroughly scrubbed with soap and warm water, afterward washed 
with alcohol and ether, and then with a solution of bichloride, 1 : 1000. 
A large folded compress of gauze, sufficient to cover the entire abdomen, 
18 wrung out of the same solution and held in place bv an abdominal 
binder loosely applied. This wUl not be removed until the firet incision 
is about to be made. Always pass the catheter the_ last thing before the 
operation is begun. The anoosthetie to be given is a matter of choice. 
Many prefer chlorofonn, as (here is much less danger of vomiting aft«r- 
warii At least two or three assistants are needed, besides the one ad- 
ministering the aniesthetic. 

Plenty of sterilized hot water mnst be at hand, as well aa ioe, atoohol, 
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etc., for resuscitating the child. The instruments, sutures, needles, etc 
must be carefully sterilized and kept submerged in n '2i per cent- solution 
of carbolic acid. 

The operator stands on the patient's riuhl side, one assistant nt licr 
left, anotlier at the foot of the table, and if a third be at hand he will | 
pass instruments, needles, etc Begin the operation when the cervix is 
eligbtlf dilated. 

The Operation. — With a acalj>el the abdominal incision i» made in the 
median hue, to estend from an inch or two above the umbilicus to within 
the same distance from the symphysis pubis. The skin and fascieo are A 
cut until the peritoneum is reached. All bleeding must now be stopped I 
by clamps, and ligatures if necessary. An opening is then made in the 1 
peritoneum, the first two fingers of the left hand passed through it, and, I 
usin^ them as a ^uide, this is opened throughout the length of the ab- I 
dominal wound with a pair of blunt-pointed scissors. I 

The parts now retract over the uterus, exposing this organ. Towels I 
wrung out of hot water must be placed around the wound, and the as- J 
sistant places a hand on each side of the uterus to steady it and hold it ] 
up in apposition with the abdominal wound while the operator oi 
Some rupture the membranes per Ma^inam at the beginning of tlio ope- 1 
ration, wliile others do it through the incision. An opening is now made ' 
in the median line of the uterus, and the incision extended with scissors, 
following the same method tiursued in dividing; the peritoneuin. The 
membranes are ruptured, if tliis has not alrcadj^ oeen done, and the child 
lifted out and given into the hands of an assistant. The cord is then 
clamped and cut. 

The placenta may become detached as contraction occurs, or may have 
to be removed. In either ease the cavity of the uterus is sponged out 
and the sutures introduced. About this time a full dose of crEOtin 
should be administered hypodermically. It sometimes happens in own- 
ing the uterus that the placenta lies immediately beneath the indsion, 
in which case we may cut directly throneh it. Hemorrhage will be more I 
profuse, but generally controllable. It rarely becomes so freo as t" 
necessitate the use of styptics. 

The uterine wound is closed by two lines of sutures. Silk, wire, and \ 
eatgut are all used, but preference is given to the first. The deep sutnre^l 
are passed through the muscular tissue down to the mucous lininci about'f 
j to i an inch apart, and in each interspace is placed a superficiarBUtUTa. I 

The abdominal cavity must now be cleansed with sponces, and tfcs I 
wound in the abdominal wall closed. This may bo done eitner witli «&• J 
ver wire or silkworm gut, as after an ordinary laparotomy or ovariotomy. I 
The external dressing consists of dusting the wound with iodoform, ooff'M 
oring it with a strip of iodoform cauze, and over this bichloride gauM,-^ 
absorbent cotton, and a binder to hold the dressing in place. 

The nflrr-trfatment consists in absolute rest in the dorsal poHtic 
morphine hypodermically to relieve pain and restlessness, small anan 
'' »ai craclced ice, water, and iced champagne at frequent int«rvab, ti 
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cathclerizatian cvcrj' six or ei^hc hours. At the end of twelve hours, if 
there bo no niiusea or vomiting, peritonized milk, beef (ca, or mutton 
bntth may be given in suinll quantities. After two or throe dnj's the 
boweta may bo moved by an enema of soajmuds. If no unfavcirablc 
symptoms occur, the dressing should not be removed for ten or twelve 
days, when the sutures are taken out. 
Describe the Forro operation. 

In this operation the sitnie course doseribed above is jiiirsuad imtil 
atler the removal of the child and secundines. When this is done the 
uterus is lifted out of the abdominal cavity, nn elastic tubing iitisseil 
around the cervix and tightened until all hemorrhage has cei^ea, and 
then amputated just above the ligature, the stump drawn up_ through 
the wound, cauterized by tho Paquclin cautery, and fastened in the ao- 
dominal wound either by sutures or pins. 

Describe the Forro-Itliiller operation. 

This differs from the former only in one way ; that is, the Ufting of 
the uterus from the abdominal cavity before incising. This is done that 
all jiosaibihty of the escape of fluid into the peritoneal and abdominal 
cavilJea be prevented. As Roon as lifted out hot towels are wrappeil 
around it, and sponges placed about the wound to absorb all fluids 
(liquor amnii and blood). 

Many In the Sitapli! section resort lo tliis procedure, aiterwaril re- 
placing the organ in the abdominal cavity, 
What is Sanger's method 7 

Abdominal incision as described ; then lift tho nterua from the cavity, 
apply two or three sutures at the upper angle of the abdominal wound 
to close it about the uterus, and malie compression at the cervix. The 
organ is then opened and the child removed. The peritoneum is now 
dissected from the muscular edges of the uterine wound, and a long, nar- 
row, wedge-shaped piece of tissue taken from the muscular coat. Tlie 
peritoneum is then turned down over the muscular layer and deep 
sutures introduced. Then tho serous surfaces of the peritoneum are 
brought together by superficial sutures. 

Tho choice of operation must dc(>end entirely ufion tho condition of 
affairs present and the judgment of the operator. 

What can you say of the post-mortem OEesarean section? 

It should be done in every case of death of mother after viability of 
the child if it can be done soon after death. The probabilities arc that 
if half an hour or more has passed the fcotus will have perished. 
Describe laparo-elytrotomy. 

It is an opcmlion by which the child is delivered through the abdomen 
of the mother by way of the cervix ard upper part of the vagina. The 
incision is made in the lower part of the abdominal wall, and the peri- 
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tonoal cavity is not opened. The primaj^ preparatjon of the padent is 

to be as fiir tie Csesarenn section. The ob must be fuUy dilated. 

All inciaioii is miide on the riglil side ptiraJlel with Poupart's liga- 
ment, and alwut 5 inches in Icngtli, passing trom IJ inches above and 
lo the outside of the Rpine of the puiies to the same distance above the 
anterior superior spinous process of the ilium. The muscles are oare-' 
fully divided and the peritoneum exposed. This is gently loosened from 
the faacice and lifted upward. Tlie vagina then becomes exposed as the 
peritoneum and intoetines are held away by an assistant. Another 
assistant draw^ the uterus to the left, so that the right side of the 
vagina is exposed. A third introduces the female catheter Into 
the bladder "as an indicator and to Uft the viscus from the vagina." 
A blant wooden rod is passed into the vagina, and by it the wall ia 
pushed up into the incision. An incision is now made in the vagina 
over the rod with a thermo-cautcry, a golvano-cauatic knife, or a, small 
puncture with the bistoury is enlarged by tearing with the fingers. The 
catheter ia now removed and the membranes ruptured. ]>elivery mav 
take pltice through the wound bv contractions of the uterus, but will 
usually have to be accomplished oy version or the forceps. 

The placenta is delivered by Credo's method. The uterus and vagina 
are now thoroughlv irrigated, and the abdominal wound closed and 
dressed antisejiticalty. 

This operation has been little done during the post tew years, since the 
Cawiirean section ha« become so much more successful. 
What is sjnnphysiotomy 7 

It is an operation devised by Sigault of Angers, and consists in a di- 
vision of the symphysis pubes, that the bones may separate siiEBcioDtly 
to allow the passage of tne head. Little space is gained by the opera- 
tion, and under no circumstances is it ever indicated. 

TRANSFnaiON AND INFUSION. 
What Is transfusion of bloodj? and when is It indicated ? 

It is the act of passing blood from one person or animal into the veins 
of another, and is indicated as a last resort in cases of severe hemor- 
rhage. 

The transfusion may be direct from the vein of the donor to that of 
the receiver, or it ma^ be first drawn and afterword injected. If the 
latter is done, something must be added to the blood to prevent ooagn- 
lation, or it must be deflbrinated by beating and then stramed, that oti[f 
the fluid part may be iiuectcd, 

Seactibe the process of direct transfusion. 

Numerous apparatuses have been devised for this purpose, but all are 
open lo criticisni, 
Aveling's apparatus has probably been more generally used tbuj ' 
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other. It consists of a small bulb syringe without valves and having a 
silver canula at each end. One is inserted in one of the veins of the arm 
of the donor (usually the median basilic), the other in the corresponding 
vein in the arm of the receiver, and the blood carried from one to the 
other. Transfusion from artery to artery has also been done. The cur- 
rent is apt to be sluggish and perhaps coagulate, the physician usually 
inexperienced, and for this reason direct transfusion is not often done. 
More frequently is the blood withdrawn, defibrinated, heated to the 
proper temperature, and then injected. 

The iniection of warm fresh cow's milk into the veins in cases of hem- 
orrhage has also been used, but without any great success. This is called 
inftision. 

What is inftusion ? 

The passing into the circulation of a saline solution of milk through 
one of the veins. It is indicated in the same cases in which transfusion 
is done, and has met with more success than it. Little's solution, which 
is oft«n used, is made up of— 

Chloride of sodium, 3j ; 

Chloride of potassium, gr. vj ; 

Phosphate of sodium, gr. iij ; 

Carbonate of sodium, gr. xx ; 

Water, |xx.— M. 

Ihis must be heated to a temperature of 99° or 100° R, and 10 to 12 
ounces at a time slowly iiyected into one of the veins of the arm, care 
being taken that no air enter with it. 



CHAPTER VIII. 

PUERPERAL DISEASES. 

PUERPERAL INFECTION, 

How may puerperal infection manifest itself? 

As an infectious disease with violent constitutional, but no marked 
local, symptoms, or with less marked constitutional, but severe local, 
symptoms, or both may be greatly developed. Septicaemia and childbed 
or puerperal fever are names usually given to the disease when the consti- 
tutional symptoms predominate, while if local symptoms are marked it 
becomes a puerperal or septic peritonitis, metritis, enaometritis, phlebitis, 
etc. , as the case may be. 
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When does infection usually takes place ? and Iiow 7 

Usually within the two or threo days foUowinK cnnfineuient, thougli 
rases do occur as lat« as twelve days. However, if seven or eight dstjrB 
be passed free from infection there is gmi reason to believe tliat it will 

The point of infection may be at the vulva ftoin abrasions or loocni- 
tiuns in this vicinity, within the vaginal canal, at the cervix, or in the 
vit«rua. When infection takes place within this orgnn, it is at the site 
of placcntAl attachraenC The poison enters thnni^h freshly-wonnded 
surfaces ; therefore the datit'ors are over when these are covered by gran- 
ulations, as such a surface is n on -absorptive. 

What is the poison causing Infection 7 and how carried 7 

It is now considered to be the same as that which [iroduccs scpticicniia 
or pytemia in ordinary surgical cases, and is a microooociL^ or perm. 
Formerly the cases were classified as keteropenriic, or thosK in whicn the 

Soison was introduced from without the body, and aa/ngenelic, when 
Bveloped within the Imdy of the woman. This distinction is not now 
generally admitted, as no poison can be formed within the woman with- 
out sonic infective germ entering from outside the body. This mison 
nay arise from decomposing organic matter or tissues, putrefactive 
changes without or witnin the body, cadaveric poison, and probably 
from ni«ny of the zymotic dipcages. 

The pregnant woman is very liable to infection, both from her condi- 
tion durinpceatation and the enhaustion (and perhaps anremia) following 
delivery. The infection is most frequently carried by the doctors, nurses, 
or midwives on the hands or instruments, though it may reach the par- 
turient canal thraugh the air in lengthy ejcposures of the vulva during 
the changing of the vulvar pad or the use ot the bed-pan. 

PATHOLOGY. 

What can you say of the patliology of the following diseases ? 

0/ Vag!nilis.—T]iero is a swelling and extreme tendtTness of the 
inj-'imil nmcoua membrane, associated with beat, redness, nnd a piirulHtit 
discliuvKc, There may be areas of neerotio or ulcerative tissue, and 
rlu-se live sometimes covered by a diphtheritic membrane. Or this 
LiienibriiTie may ajipear on an apparently healthy, unabraded surface. 

Of Kmlumi'ti-thg and Metri'lai.^As a rule, both occur together. The 
endometrium is swollen, red, and may contain areas of ulceration. The 
discharge from the uterus is putrid and offensive. The organ itself is 
enlarged, and its muscular tissue infiltrated with pus, or it may contain 
gangrenous areas, or be the seat of diphtheritic deposits. 

0/ (^Sidilia.—Any of the connective tissue about the uterus may be- 
come the seat of inflainniation. It is swollen and infiltrated. Some 
localised peritonitis is generally associated with it, and adhesions fbrm. 
It may resolve without the formation of an abscess, but many * '* 
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not. This abseesi may point and open in some portion nf tlie vagina, in 
tlic bowel, or in the bhtlder, or it muy open externally in the groin or 
tlimuRh the abiloniinal wall. 

0/ I'eritoniliii. — It nin^ be general nr liicftl. In ihc latter ease it \b 
usually a.ssociatcd with inflammatoi'y conditions of sonio of tho pelvic 
or(;uns, and is confined to the pelvic peritoneum. The menibmne m 
thickened, nnd small areaa are covered with a fibritions exudate. Tlic 
intfistines or pelvic orfiana may be bound together, and in the cavity ol' 
the peritoneum is found a purulent or serous fluid. 

(if Phleliilis.—The veins— perhaps of the ulenis, possibly elsewhere 
in tne body — becoue thickened and their inner surface roughened. 
Thrombosis occurs, the clots may become disorganized, and pus is 
formed, or, as sometimes happens, the clot becomes organixed, forming 
new connective tissue. When pus is formed, it may be carried by the 



gone through here. These are the so-called pysemie abscesses, which are 
moel frequently found in the lungs, joints, Ever, kidneys, spleen, and 

Of Aciitr. Septicamiia. — Death in these cases usually occurs so rapidly 
that none of the changes already described will occur. The only thing 
found is the morbid condition of the blood. It is dark in color, thin, 
and does not readily coagulate. The red celln are diminished in number, 
while there is an increase of the white. It may have an offensive odor. 



Describe the symptoms of pueiperal Infections. 

Deijending upon the severity of the infection and the pnrls or organs 
involved, the syniploms vary. In actile septiiromia, without local in- 
flammations, there occurs shortly (within a few hours or n day or two) 
after labor a. violent chill, followed by a, rise of temperature to 103", 104°, 
106° F., or even higher. The fiice is pale and anxious, the tongue 
heavily coated, and moist at first, soon becoming diy, brown, and hard ; 
the pulse is rapid, feeble, and may be irregular. There is no abdominal 
pain or tenderness, and maybe no tympanites. The respimtiona are 
rapid and shallow, and there is generally a severe diarrhoia. Delirium, 
stupor, or coma may follow, ending in death. The urine is scanty in 
amount, contains albumin, and |>erhaps some hyaliTic casts. The lochia 
may be suppressed or may be of a dark color and extremely offensive. 
Vomiting may or may not be present. The secretion of milk, if this 
has begun, is arrested. Death generally occurs within a short time, 
though occasionally the patient passes into the typhoid condition and 
linffeiB for a, week or two. 

With any of the local manifestations all the above symptoms maj/ be 
present, though usually not as markedly developed. 

Rj^'ni'fiV.—Constitutional : Chill or chilly sensations; temperature 
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cervii imIuIoob and aedenialoas; loehu bn^l-i 

avmmii of the tivoM oocon or * diphtbentic pfneeea be iveoeiitt Um 

(•ymrrionu bk mnch more severe^ 

ddltdilit. — CotiNlitatioiial: dull Mneially. but periiape only o>ld sen- I 
Mltoiw: tenucniure 102° Ia 105° f.; pulse ratlier rapid; headache, I 
smnvxia, ami proetntion ; maj-be Tomitinf and diarrhoea. ' 

Iyi«Ml : Pain pcnerallT to one ride of the litems, and sometinies ex- 
b^ndinfc dinrn Uii: thitrh; lorhia normal or fcctid On vaginal exaai- 
iriali'iTi a hwelliii); in found on one side of the aienui, occaiiionallr push- 
iriK lliiH orKNn lo the onpoffite «de. The uierua is large, ana when 
H)i>viii| wviv^ [inin n-*iiilt9. The leg may become ocdematous. This 
••i,iiA\Ui-\\ •■\\\\<r u'"' im lo resolution or an abeccs forms, perforating a: 
inr-ui liini'il. 'I')ji- inn'TiiriK may now close or a einus remdn. 

'I'll'; ililtiiiui i:.l ./,V/,/,i.«i> Ijciween this condition and pelvic peiitonitiH I 
\n iilwJiyH VI IT 'iillii'iill. Cellulitis usually begins on one side only, and I 
i:)ii4Tnl(( rlownwiinl l»y the side of the vagina, while a peritonitis ia most I 
fniiitiiinlly foutul ncmtcriorly in Douglas's pouch. I 

AiiV'jhiV/k.— (1) (?««rH?.— Constitutional: Severe chill, followed by I 
li<rii|>uriitiirc of 103° to 105° F. j pulse very rapid, thready, and usually I 
liivli ii'ii!'iriiii'i| , ri^riiration rapid and shallow; Iong:ue coated, diy, and 1 
liniivi] , liii'i' iIliJiiiI mid anxious; thirst excessive; vomiting, almost ^ 
.'s greenish, and mt^be fteciil. r>ian'hcca geiie- 
iirme is scanty, hign-colored, and oontains albu- 
.1. Hiccoughs constant!}'. Pain is constant, ex- 
t to the abdomen. Patient lies on bet bock with .1 
Tlicro may be delirium or stupor preceding death, 1 
ri>iiernl and markcil, lochia supprcs.ied, or may ba I 
- niL'iiia if hot and dry. I 

turns may be present, bub cenentlly 
3 lochia will be scanty, aud usuiJly 
rill! vaginal Tom ices elicits sevwe pun, 
I'dlvio organs are found matted tOgeUMV* 
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PWffiiVui.— Cliill; rise of temperature, lilT tu lOa'F., then a pro- 
f)iEO perspiration. The temperature assumes a remittent eharauter. 
The pulse is accelerated; tongue coated ; anorexia; headache; diar- 

Theso may be all the general symptomB developed, unless an infective 
thrombus or nua is carried to some other part of the body. In this case 

Eymnia results. Chills are freQueni and l«rrible, and always followed 
y a high temperature, KM"* to 1 10° P. ; sweating profuse ; pulse small, 
rapid, and feeble ; tongue brown ; pain in some of the joints, associated 
with swelling, redness, and tedenm. The presence of pus here may eaiise 
fluctuation, delirium, stupor, or coma, symptoms referable to special 
organs mav be present as these beeotno involved. Thus we find pneu- 
monia, enoocurditis, pleurisy, pericarditis, nephritis, etc. 

Is the prognosis alwa,ys imfaTorable la puerperal infection ? 

It is not, tliou;^h it must necessiirily cause very griivc anxiety on ihe 
part of the physician. In the acute form of scpticaimia re(TOvery is viTy 
rare. If the constitutional Bymptoms are not aovere, we have reason to 
believe that the infection is not great, and hence our prognosis must be 
more favorable. 

The prognosis of cellulitis, local peritonitis, vaginitis, and metritis is 
best The most unfavorable symutoms arc uncontrollable vomiting or 
diarrhoea, a very rajiid and feeble pulse, high temperature, extreme 
prostrstjon, and a very ofieiisive lochia. 

What is the tredtment? 

(1) PmphyUictic — This consists in paying the strictest attention to 
cleanliness and antisepsis during labor and the puerperal slutc, and to 
the proper selection of the room, bed, bedding, etc. lor the confinement 
and the puerperal state. All these have been spoken of. Do not attend 
a confinement when earing for a septic or contaeious case. 

(2) Curative. — First, bear in mind the fact that infection has entered 
tho system in some way, and if possible learn how, that further absorp- 
tion may be prevented. Secondly, sustain the vitality of the patient by 
proper food and stimulation until the effects of the poison have passed 
off. 

If the slightest rise of temperature occurs in the puerperal woman, or 
if the bchial discharge acquires the faintest odor, make a thorough ex- 
amination. Find out whether there be any tenderness over the abdo- 
men, and examine the vulva lor a patholo^cal condilJon here. Such an 
examination revealing nothing, u vaginal examination is not indicated, 
and the condition should be treated by mildly antiseptic vaginal douches 
ever^ two or four hours until the tempcrattu% fulls, which will usually occur 
withm twelve or twenty-four hours. If the symptoms do not subside, 
the treatment must be more energetic and thorough. Abdomiiial, v"-^ 
and tenderness, or local pain referred to t,bft\a,po». ot ■^i^ac.^»,^^!».,■*'^ 
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soon be developed, accompaaicd by more marked constitutional diattub- 
ances. 

If the vaginit alone is involved, doueliing is all the local treatmeDt in- 
dicated, unless it becomes diptlitheritic, in which case ctiuteriEation must 
be resorted to. This may be done with a attune solution of chloride of 
zinc. Afterward continue frequent irrigation wiui a 2j per ivnL solution 
of carbolic acid or creolin. K& soon as fresh patches are found they are 
cauteriEeil. Between the douches an iodofonn suppository coataining S 
or 10 graiTis should be introduced. 

When the uteras is involved the first indication is to see that it ts 
empty. For this purpose an anaesthetic is administered, the fingers, or 
whole hand if necessary, introduced, and the organ completely emptied 
of an)' foreign malter. If enough dilatation of the cervix for thia pro- 
cedure is not present, a dull wire curette nia^ be used. Following this 
an intra-nterine douche is given. Carbolic acid, creoiin. or bichbnde of 
mercury may be used. If the latter, the solution should not be stronger 
than 1 : 8iX)0, and should be followed by a thorough irrigation with ster- 
ilized water. A long strip of iodoform ^uze is then introduced lightly 
into the cavity of the uterus, and albwedto remain imtil the next douche 
is given, or an iodofonn sup_po3ilory may be used It frequently hup- 
pens that another intra-utenne douche is not necessary, though some- 
times douches must be given as oi\en as eveiy four or six hours. If this 
be the case, bichloride should not be used. To relieve the pain and in- 
flammation nothing is as satisfactory as cold. Tliis is preferably applied 
by the ice-coil or bag. 

In case a cellulitis is present, the same indications for treatment exiet 
as above described, though frequent warm vaginal douches must be given 
until resolution ts complete, and to aid this. When this condition as- 
sumes a subikcute or chronic form the vn^nal vault may be iiainted with 
tincture of iodine every other day. If an abscess forms, it must be 
opened. For a peritonitis the uterus should be first thoroughly cleansed. 
BepeiLted irrigations are not indicated. Cold externally and opium hypo- 
dermically or Dy the rectum are indicated, as in a peritonitis occiuring 
under other circumstances. Phlebitis ualls for the treatment already 
described. 

The nourishment of the patient is often very difficult, owing to the 
severe vomiting. Peptonized milk, beef juice, and mutton broth may 
all be given. Rectal alimentation may become necessary. Brandy or 
whiskey is indicated from the beginning. A half ounce evety ihreo or 
four hours ma^ be gradually increased as the cireulation demands it. In 
combination with the alcohol, digitalis, strophanthus, caffeine, strydinine, 
carbonate of ammonium— in fact, any of the cardiau stimulanta— mqr 
be given. Quinine should be given in 5- or 10-^in doses every four or 
six hours. Morphine, (u relieve pain and vomiting as well na the diar- 
rhoea, is always indicated. It may be piven hypodermically, comlHRed 
mth atropine. Mustard pastes, iced carbonic-acid water, bismuth, dihlU 
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h3^drocyanic £u;id, creosote, carbolic acid, may all be tried if vomiting is 
excessive. 

To reduce the temperature sponge-baths of cold water, alcohol, and 
hot water equal parts, or the cola pack, may be used. 

In pyaemia the abscesses must he opened, drained, and treated anti- 
septically as they occur. 

PHLEGMASIA ALBA DOLENS. 

What is phlegmasia alba dolens ? and when does it usually oc- 
cur? 

It is a swelling of one of the lower extremities, owing to the formation 
of a clot in the veins of the limb, or of the pelvis, and this is an inter- 
ference with the return circulation. It usually occurs within two weeks 
after confinement, generally not before the end of the first week. The 
affection is also called peripheral venous thrombosis, crural phlebitis, 
milk leg, etc. 

What is its pathology? 

This is disputed. Many think it may be due either to septic infection 
or is of non-septic origin. In the former case it is believed to occur with 
a phlebitis, or if it occura without infection it is the result of detachment 
of portions of the coagula at the utero-placental site. It occurs more 
frequently in multiparse and after abortions or severe hemorrhages. 

Describe the ssrmptoms. 

The first symptom is an uncomfortable feeling of the limb or pain, 
usually referred at first either to the groin or popliteal space. Soon it 
becomes very severe, and slight pressure over any of the venous trunks 
produces a sharp exacerbation of the pain. The limb now begins to 
swell, the enlargement beginning in the groin and extending down- 
ward, or in the calf of the leg, extending upward. The skin acquires a 
tense, white, shining appearance, and oilen times the veins may be felt 
as hard, cord-like masses under the fingers. 

Constitutional symptoms may be severe or only slightly developed. 
There is generally a feeling of malaise, followed by chilly sensations and 
a rise of temperature to 101°-103° F. The pulse is accelerated, and the 
patient complains of headache, anorexia, thirst, and sleeplessness. In 
the mild cases the above are but slightly developed, if at all. 

What are the prognosis and treatment? 

The prognosis is usually very favorable. The acute stage lasts but a 
few days or a week, when the pain becomes less marked, swelling is di- 
minished, and by the end of lour or five weeks recovery is complete. 
The limb, however, rarely regains its normal size, but always remains 
slightly enlarged. 

Treatment. — Absolute rest and slight elevation of the limb constitute 
our local treatment. The leg should be wrapped with cotton from the 



176 PUERPERAL mSEABES. 

toes to the hip and slightly elevated. If pain is severe, hot wet cloths J 
may be placed next the skin and cotton over these. ■ 

ineriil treatment in the way of nouriahiiig food and good hygienia 1 
■ " ' id. "" " -.-..% • 



sunTiundings must be observed. Tonics are indicated aner recovery. 
All active treatment in the way of ni ' ' "' ' 

tricity, depledon, etc. is contraindiuattMl, 



INSANITY. 
When may insanity appear during pregnancy and after labor ? 

(1) It may liegin at any time after conecption, and be but transient, 
or it may continue throughout gestation and after labor. The usual 
time of its appearance is about the fourth month. This is called the 
"insanity of pregnancy." 

(2) The so-called puerperal insanity is some form of insanity beginning 
during the puerperal state. It usually appeal's within a month after 
delivery. 

(3) Insanity of lactation, which may occm' at any time while the 
woman is nursing. 

State the causes. 

Heredity j mental improssions ; debility, osbaustion, or anemia , 
septic iiif«;Uoiii painful and prolonged labors; poEaiblychlorofonn during 
delivery ; and many nervous disordei's, — are all given as citiua. The 
many accidents and disorders associated with pregnancy and ^rturiti(Hi, 
such as injuries, mental disturbaneea, albummmia, eclampsia, chorea, 
liemorrhagcs, etc., may all be determining causes. A large percentage 
of cases occur in priniiparie. 

Describe the asrmptoms of the three Tariettes, 

That occurring during pregnancy usually is melancholia. It may be J 
only slightly developed, and lasts but a short time, in whioh case it often- 1 
times passes unrecogi'izcd. In these mild cases a depression of spiriti I 
with insomnia will be the only thing noticed, and generally this w at-fl 
tributed to grief, fright, or some other exciting cause. I 

Other cases become more serious Irom the beginning, many times nm- I 
tinuing after delivetj' and assuming a maniacal tendency. There ar9 I 
marked depression, irritability, sleeplessness, and auprehcnsion, usually J 
of the approaching confinement. The woman becomes suUen anaa 
gloomy, her affections change, and interest in all matters is lost TkuM 
appearance is just as in melancholia occurring under other circumstancas^ ■ 
and there is often a marked tendency to suicide. I 

After delivery the variety met with is most oUcti of the maniacal type, § 
It may follow a melancholia of pregnancy or begin acutely with no jjre- 
monitory symptonis. This is the most freiiuent of the three varieties. 
There may be first noticed a restlessness or feeling of dislike toward hus- 
band, child, or friends, which cannot be explained, or Buddenly an w 
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maDiB is developed. Thti iiiitietit bccotues ngixy and talkative, her con- 
Tersation incoherent, and often of an obscene or vulgar character. All 
sense of modesty and decency is lost. She has hallucination a and delu- 
sions, and both the sight and hearing may become disordered. She 
refuses food, is sleepless, and is extremely restless. Sometimes the dis- 
ordered mind dwells on religious subjects, or the suieidal ur homicidal 
tendency is strongly developed. 

The physical condition becomes poor. There arc digestive disturb- 
ances, some temperatui*, a. rapid pulse, and involuntary evacuations of 
wine and ffeces. Emaciation is progressive and rapid. 

During lactation the uielanuholic type is generally seen, and most fre- 
quently in muhijiarsc who have home children in rapid succession and 
nuraed as long as this has been possible. They, as a rule, are anFemic, 
poorly nourished — physical wrecks. 

The sjmptoms are such ns ah'CBdy staled, only that hallucinations are 
often present, as in the suicidal tendency, and sudden violent outbreaks 
of acute mania may occur. 

Any of these forms may result in complete recovery or may go on to 
dementia. 

A sudden transitory mania occurring during labor is Dccastonally seen. 
It seems to bear some relation to and depend upon ilie seveie pain. It 
is of but a few momenta' duration. 

VntAt can you say of the prognodB ? 

The pi-Ofl-Hosis is (.'enemlly favorable, at any rate as to life. Some die 
from either personal violence or exhaustion, while some cases become 
chronic or the patients ai-e hopelessiy demented, That oceurang during 
pregnancy is, as a rule, not cured until afler labor. Mania, as would be 
eupposed, does not hist as long as melancholia. 

Hot axe these cases to be treated 7 

The most nourishing and easily digested food must be given at Ire- 
quent intervals, that the general condition of the patient may be im- 
proved. Peptonized milk, broths, beef jujce, eggs, etc. may all be 
given. If the patient refuses to take food, savage and rectal alimenta- 
tion may bo resorted to. However, this will usually be unnecessary if 
skilled nurees are obtained or people accustonied to care for the insane. 
Mild laxatives may be neeessaiy t<J combat a tendency toward constipa- 
tion. Fresh air, good hygienic surroundings, and careful nursing must 
all be obtained. 

In the way of drugs, both stimu1ant.s, when indicated, and sedatives 



and BuTphonal may all be carefully administered. The first two are 
eopecialh' desirable when mania is present. During convalesceDce tonics 
in the form of iixin, iiuinine, strvchnine, and arsenic should be admin- 
istered, combined with plenty of fresh air and moderate exercise. Quiet 
.mtrroundinga and cheenul companions ni^ very desirable. 
l*~Obi. 



p 



178 PUERPERAL DISEASES. 

It may in the boj-'iiiniiiB seem beat to place the patient ir. _, , 

though this must liepenil coiisiderablv upon the surroundings and cir- 
cumstanw-'S, na well iia the wishes of her family and relatives. 

AFPBOTIONS OP THE NIPPLES AND BREASTS. 
What extent of injury to the nipple may occur during l&ctatlon 7 

There muy he a. single erosion on the surface from a loss of the epithe- 
lium, due to the nursing of the child, or this may become deeper, 
Btitutin^ Buijerficial fissure, or deep lisaures may occur. These are oi 
traumatic oricin. Occaaionallv sjtocifio ulceni are found in this locaUon, 
either from tlie bite of a s^poilitic child or in a woman sufieiing from 
this disease, and rarely is lound an eozematoua condition of the areola 
and nipple. 

What are the Bymptoma and treatment of sore nipples ? 

The gytiijifouiK arc few if uiiiicoompanied by cuni|ilicatiiig disease of the 
breast Tliere is great uain when the child nurses, which does not en- 
tirely disappear during the intervals hetweeti nursina. This in neurotio 
1 irritable or even hysterical '"'' "" 



great 

ttie nitervais betwet.. _— _ 

hysterical condition. There 
may Dc a aiignt rise of teiniierature. ■ 

The tmif7>ieiif is both prapliylactio and curative. The former consista 
in washing the nipples several times daily during the latter months of 
pregnancy with some astringent fluid, that the epithelium may become 
hardened. A solution of tannic acid, the glycerite of tannin, dilute alco- 
hol, brandv, solution of alum, etc. have all been used. Small nipplea 
should be aeveloned by drawing them out and rolling them between the 
fingers and thumD. 

Many drugs are used to cure eroded nipplea. A solution of nitrate 
of silver (^. xl-^j ) is one of the best. The eroded surface or fissure is 
touched with this, and then dusted with bismuth, and, unless the ero- 
sion be slight, the child should not be allowed to nurse for twenty-four 1 
or forty-eight hours. In this case the milk must be removed by the J 
breaalrpump. It may he necessary to repeat the application of the ulver ] 
several times. Tannin is dusted over the erosion oy some, and the nit 
pie carefully covered. If the child is allowed to nurse, this must 6 
washed off before, and reapplied atler, nursing. The nipple- shield 

should be used in every case where the child is allowed to nui ' 

nipple. 

Specific uluerH reiguire both loual and constitutional treatment 
is treated as when found elsewhere. 

What varieties of mastitis are met witb 7 

(I) Superficial or subcutaneous, in which the intiammation is juat be- 
neath the skin or areola. {'2) Gliindular, where the gland tissue itself is 
involved. (3) Subglandular, where the oonnectdve tissue between the 
pectoralis major aniTtho mammary gland is involved. The second is the 
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moat frequent of the three varieties. All may end in ■'caolutioti, or su))- 
puration may occur, with b resulting abscess. 

Wliat are the causes of mastitis and mammaiy absceBses ? 

Uneven pressure over the gland in the form of imiiroperl^' applied 
breftBt- binders, tight clothing, corsets, etc. is, in combination with on ac- 
tively secreting gland, the most frequent cause. Intection through a 
fissured or emded nipple, traumatic injury, mid cold are less frequent 
causes. A mastitis not treated, or one in which treatment is begun late 
in the disease, almost invariably goes on to the Ibrmntion of one or more 



Describe the symptoms. 

The disease may begin insidiously or very aeulelv. In the fonner case 
there ia a feeling of discomfort in some portion of the bivast, usually near 
the periphery, and upon examination a circumscribed area of a hard, 
knotty feel is discovered. This is tender on pressure, though there is 
no heat or redness of the skin. By supporting the breast properly, and 
perhaps removing the milk by jgentle stroking with the tips of the first 
three fingers dipped in oil and in a direction from the periphery toward 
the nipple, the condition is soon relieved and no symptoms foBow. 

If it goes on unrelieved, the pain becomes more severe, the skin red- 
dens, is hot to the feel; there is a general feeling of malaise, with head- 
ache, thirst, and some temperature. When tiie inflammation begins 
acntely there is either a chill or chilly sensation, followed by a rise of 
temporatore to 102° or even 105° F. This is asuociated with headache, 
lose of appetite, thirst, and a rapid pulse. The breast is painful, tender, 
red, hard, and swollen. 

If the inflammation be superficial, there is marked redness, over a cir- 
cumscribed area usually, though it may be diffuse. Pain is a constant 
^mptom; there is some temperature and a general leeling of malaise. 
Resolution now occurs or an abscess forms. lithe fonner, all the symp- 
toms gradually disappear ; if the latter, some point soon becomes more 
prominent and fluctuation is obtained. 

In the glandular variety, which is the most frequent and occurs gen- 
erally within a few weeks afier delivery, there are the constitutional 
symptoms already described. An area of hardness, cireumscribed, is 
found, most frequently just beyond or at the border of the areola. This 
is painhd and very tender on pressure. At first the skin over the indu- 
rated area is normal, but it soon becomes red and hot. If resolution 
does not occur, there is a bulging over this area, a soli spot appears in 
the centre, and a rapid breaking down occure. Some time, often three 
or four weeks, elapses before the absceps has made its way lo the sur- 
face. 

In the subglandular variety the tonsiitutional sjnnptoms are rapidly 
developed. The pain is deep-seated and of a tearing character. There 
is no induration of the breast nor redness of the skin, but the whole 
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As a rule, the subctitaDcooa variety gives no Ironblc nnleas tbe inflam- 
matinn bt-comes diffuae and assumes an eiysipelatona character. In the 
planiluliir variety one ab§ces8 may follow another until tlic entire breast 
IS deetroycii. Septic infection may oocur with any form. Cnmnoma ur 
sarcoma is frequently found in breasts which have been the seat of in- 
fiammatory conditions. Cellulitis may occur. Perforation of the chest- 
wall, with resulting pleurisy, has foUowed the subgUndular I'ariety. 

How should a mastitis be treated 7 

If the breasts are properly sup|>orted for two or three weeks following 
llie birth of the child by a weU-ajiplied breast-binder, and if eroded nip- 
ples are treated as soon as they are tound, few cases of mastitis will arise. 

The curntivK trRutmriit consists in rest, aup^rt of the inflamed gland, 
atid the local application of cold. The patient, if not already ia bed, 
sliotild be placed there, and the breast supported by a sling passed armuid 
the neck and under the gland. If much febrile disturMnee is present, 
the diet should be restricted to milk. A saline cathartic is desirable, or 
n dose of calomel followed by a saline. Quinine in 5-^Tiun doses every 
(bur or five hours should be given. Cold may be applied by the use of 
the ice-bag, rubber coil, or evaporating lotions. Tlie former is generally 
the most convenient and best. If the nipples are not badly eroded, and 
if nu pus is present, the child may be allowed to nurse ; otherwise, tbe 
milk must be removed by gentle stroking. 

When all hope of preventing Huppuration is passed, this may be hast- 
ened by the application of warm flaxseed i^ultices. When the abscess 
is formed it must be opened, Tlie subcutaneous variety simply requires 
a moderate Incision, evacuation of the pus, thorough cleansing, and the 
application of an antiseptie dressing. With the glandular variety we 
should wait for the abscess to appear near the simace. Make a free 
opening, drain the cavity, and secure Ihie exit for the pus by the iotn>- 
duction of drainage-tub^ Coun tor-openings will usually be necessary. 
The incisions in both the above should be made in a direction irom the 
nipple toward the nerinhery, as there is less gaping and the resulting 
sear is smaller. Make the incision entirely withm or without the areola, 
as the pigment will often follow the line of incision. The subglanduhu: 
variety must bo opened where it points, at the periphery'. The incision 
shoula be free and patullel to the cireumference ol the breast. Use a 
drainage-tube. An andseptic dressing is applied and changed once diJly, 
washing out the <nvities and shortening the tubes with each dressing. 

Ether may be aiiminislercd when the openings are made, but local 
anffisthesia with the ether spray, cracked ice and salt, or cocaine will 
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State the method of drying the breasts when for anjr reason 
tMs becomes necesBary. 
Hot-water stupes arc applied to both for half an hour ur an hour, chang- 
ing them every few minutes, that they may be kept hot Following this, 
the entire eland iscithersraeared with belladonna ointment or covered with 
a eloth soalied in a weaksolution of atropine and liquid vaseline or glycerin. 
Next, over the entire breasts, extending from one posterior axillary line 
to the other, is placed a thick layer of non-abeorbent cotton and a binder 
is tightly applied. This need not be removed for ten days, but should 
be tightened a little every day as the hreaslB decrease in size. Tlic bow- 
els are to be kept open by salines, and as far as iiossible all fluids re- 
stricted from the diet tor a few days. 



CHAPTER IX. 

THE INFANT. 

RESUSCITATION FROM ASPHYXIA. 
What is asphyxia neonatorum 7 and in what forms does it occur 7 
It is the ajiiiarent death of the newhnvn child. Two forms are seen 
— the cyanotic and the aiiEemic. In the former the face and lips are 
swollen and of a livid or bluish color ; the heart beats faintly and slowly ; 
the child generally makes feeble efforts at respiration at infrequent inter- 
vals, though it does not c^ out. Slight reflexes may be pi'eacnt. The 
a^osis in this variety is good. In the anseniie form the face and 
y are very pale and coin, the lips and conjunctivie bloodless, the 
muscles limp and flaccid, and the mouth open. There is no cardiac 
action, or ir there is any it is almost impossible to hear it with the 
Btethoseoije, and there are no attempts at respiration. 

e proyuoKU in these cases is extremely grave. 
What methods are used for resuscitation ? 

Many times, in the cyanotic variety, all that will bo necessary is a few 
sharp slaps on the buttocks, chest, or back either with the hand or the 
wet end of a towel. If this is not successful, the back and chest should 
be brisklyrubbed with alcohol or brandy while a hot bath is being pre- 
pared. The temperature of the water may be 106° to 1 111° R, or even 
a htttc hotter. The cord is now ligated some few inches from the urn- 
bilicuB, and, grasping it at the navel between the thumb and fingers, cut 
it on the umbilical side of the ligature, and allow two or three drachms 
af blood to escape. This often relieves the congestion and respiration 
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begins. If not, plcice the infant, after lipiting the wra^in t , 

allowing it to remain but a few seconits. TakJoK it out, let the baUiKks 
or bacic rest for a, Gecond in n botiin of ic« or cold wat«r. This may be 
repeated three or four times, and usually with gratifying resiilla. 

InsufBation of the lungs and artificial I'espiration now remain U) be 
tried if all tlie other methods have fiuled. The former may be done by 
iutroducing a catheter into the trachea — which is not an easy procedure 
— or W cutting a small bole in a piece of clolh, placing the openingover 
the infant's mouth, applying the lips to this, and gently blowing. There 
are a number of methods of artificial respiration. 

The faradie current applied over the course of the phrenic nerves will 
sometimes eicite respira^on, and this may be tried if a battery is at 

In the anemic variety do not allow any blood to escape from the cord, 
but, on the contrary, do not ligatc it until the pulsations have ceased, 
The other procedures in the order described above may be tried in this 
variety just as in the cyanotic. 

Describe the methods of artificial respiration. 

(1) Syhvstfr's.—The child is laid upon its back with its shoulders 
slightly elevated. The physician, slundrng at the head, grasps the arms 
at the elbows and alternately raises thcra above the head and depresses 
theoi against (he aides of the cheet This pmdaces inspiration and es- 
niration. This is preferable to all the others, as less exposure of the in- 
fant is necessary. While being perfonneil neariy the entire body may 
be wrapped in a. warm blanket 

(2) SauiUie't. — The child is taken in both hands with the head point- 
ing toward the operator. The fingers lie across the back at the scapuhe, 
with the thumbs against the sides and front of the cheat The face looks 
upward. Liftine it from the bed in this manner, the head and lower I 
part of the trunk and extremities fall backward. The diaphragm is de- 
pressed, and the traction of the head elongates the chest wall. Inspira- 
tion results. Then, by swin^ng the child so that it doubles upon itself, 
the head and lower extremities fall forward, the infant rests upon the I 

thumbs, and expiration lakes place. By repeating these nr '- — 

other complete respiration is produced. 

(3) Direct pressure with the palms of the hands and fingers against 
the sides and front of the thorax. 

Many other methods are descril)ed, but the above are those generally 

What signs indicate flirther efforts at Tesuscitation IiopeleBs 7 

An absence of the heart -Bounds for a minute or two ; no response to 
external irritations; absence of all reflexes. 

Until all methods have been thoroughly tried, we should nut « 
efforts at resuscitation, as, many times, twenty minntes or a half hoar may , 
elapse before any indications of life become apparent 
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How long, after all footHl heart-Bounds have disappeared from over 
the abdomen, (here is atill a possibility of revivinK the infant is a qnen- 
tion difficult to decide. If they have been {irevioiisly distinct, but absent 
for more than five or eight minutcB before birth, there is little hope of re- 
Busoitatinn. 

NURSING. 

Hov ftequently should the infant be nureed ? and when may it 
be weaned? 

During the Urst month a healtliy full<tenn child may be allowed to 
nuree nine or ten times durine each twenty-four hours. This may be 
divided something; alter ihta fashion: at six, eight, ten, and twelve in the 
morning, and at two, four, six, and eight in the afternoon. During the 
night it may re(|uiro one or two nmsings, the hours depending upon when 
it awakens. It should never remain at the breast longer than twenty 
minutes, and oftentimes ten or fifteen will be sufficient. 

After the first month the intervals between the feedings should be 
lengthenedto two and a half honw, and by the end of the second month 
to three, with perhaps no nursing during the night— at least not more 
than one. 

At the end of seven or eight months five nursings a daj are all that 
are necessary. 

It ia difficult to know exactly the proper time for wcaninp the infant 
^m the breast, but in the vast mi^onty of cases it should be done at 
the end of the twelfth or fourteenth month. It may be gradually ai 



DISKASBS OF THE NEWBORN 
Describe spina bifida. 

It is a tuinor situated over some portion of the spine, and contains 
cerebro-spinul fluid and the meninges of (he cord. It is caused by an 
absence of the arches of one or more of the vertebrse, 

Symi(ims.—Ks a rule, it is found as a fluctuating tumor at the lower 
part of the spine. It may or may not be covered by skin. Un causing 
the child to cry the tumor enlarges, and becomes smaller on compressing 
it. Pressure may be followed oy cerebral symptoms. Hydrocephalus 
is oflen associated with it, 

Progiiom. — Grave; its termination is usually death, preceded b^- an 
ulceration of the sac, rupture, escape of the fluid, and convulsions. 
Cases ocwasionally are cured. 

Trealmmt. — It small anil showing no tendency to increase in size, 
simply protect it from the irritation of tlie clothing. If large or increas- 
ing in size, surgical interference is necessai^'. The sac way oc punctured 
at one aide of the median line to prevent ii^uring the cord, and part of 
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the flnid withdrawn. Then cover with a soft pad, and repeat the ojiera- 
tioQ at interval§ of a few days until nil the fluid is removed. Iodine is 
iiuccted into the sac by some. It is usual Co use I or 2 parts of iodine, 
and the Hame of iodide of puWseiuin, to 20 or 3(( parts of water. Some , 
of the fluid is withdrawn, (he (ledtt^lu coiupn!sn!<l, so tliat the iodine 
solution does not enter the isbubI, and ihe wlutioii slowly iiueuted. At^ 
remaining a short time it is withdrawn. The ityection may have to be 
repeated several times. 

Describe congenital cyanosis. 

It generally begins a few hours after birth, but may not show itself 
for a week or more, and consists in a btniah appearance of the e 

Ciuuet, — Many theories as to its etiolocy have been advanced. Most 
believe it to be due to a malformation or the heart and large vessels in 
its vicinity from lack of development, thus preventing the flow of blood 
to and from the lungs, 

.SyTnpfmiui. — The skin is duaky or purplish in color, and more bo afler 
exercise. At rest it assumes more nearly its normal hue; geoerafly 
most marked about the face and lips. Disorders of digestion, constipa- 
tion, or diarrhiea are usually present, and the child remains small and 
poony nourished. The bodily temperature is almost invariably subnormal. 
The neart's action is usually irregular, and becomes very Irequcnt Qr| 
slight exertion. Palpitation is Ecnerally ijrcaent Irregular munnuts | 
may be heard over the heart. The respiration is increased in lrei|uency. 
There may be cedenia of the limbs. 

Proffnom'K. — Not good ; moat die very early. 

7\-eatmeiit.^Rest and quiet, good hygienic surroundings, projieroloth- 
ing, mitritious and easily digested food are of moat importance. Coun- 
ter-irritation over the cheat in the way of muslard pastes or brisk rub- 
bing is useful. Brandy or digitalis may be of benefit. Inhalationa of 
oxygen sometimes relieve urgent symploma. 

How would joxi treat an ophthalmia or purulent conjunctivitia 
in the newborn 7 ^ 

Two or three drojis of a gr. v to the ounce solution of nitrate of silver I 
should be dropped in the eye, and may be repealed once or twice daily 
ii)r several days if the anectiun be severe. Thorough and freriuent 
cleansing of the inflamed eye with a strong soliition of boracio acid or a 
very weak solution of bichloride of mercury is very essential. Every 
twenty minutes or half an hour is not too freauent. Ice-cloths should 
be constantly applied. These must be changed oflen, that ihey may be 
kept cold. Active and thorough treatment begun in time will almost 
invariably result in the saving of the eyes. 

Is mastitis a frequent disease of the newborn ? 
Jt oocasionaWn occurs. The glands, one or both, become awolltm, re<^ J 
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tender, and hot. There is associated with the local symptoms some tem- 
perature and irritability and fretfiilness of the infant. The disease usu- 
ally occurs in very young infants, generally within the first two or three 
weeks of life. 

No treatment^ more than covering with cotton to prevent irritation of 
the clothing, is required. The child should never be manipulated, 
squeezed, or rubbed. If an abscess forms — which is exceptional-^it 
must be opened. Use very weak solutions of carbolic acid or bichloride 
of mercury, as children ai*e extremely susceptible to poisoning by these 
drugs. 

Describe the accidents occurring to the umbilicus after separa- 
tion of the cord. 

(1) Hemorrhage. — This usually takes place at the time the cord be- 
comes detached — namely, from the fifth to the seventh djiy — though it 
may occur at the base of the cord any time after birth. Tlie most fre- 
quent cause is the hemorrhagic diathesis or haemophilia. This diathesis 
may be due to syphilitic taint. 

Symptoms, — A slight jaundice in many cases precedes the hemorrhage, 
which occurs as an oozing from the umbilicus. This continues until the 
child dies from exhaustion on account of the loss of blood, or if checked 
purpuric spots appear over the body. There may be hemorrhages from 
the nose, or into the abdominal cavity, the stomach, or the intestines. 

The prognosis is unfavorable. Recoveries are rare. 

Treatment — Styptics may be tried: of these the liquor ferri subsul- 
phatis is best. A piece of cotton saturated with the solution is pressed 
against the bleeding surface and held there for a few minutes. If this 
does not succeed in stopping the hemorrhage, two needled may be passed 
through the umbilicus at right angles and a silk suture wound around 
each m the form of the figure 8. These must be removed in six or 
eight hours and an antiseptic dressing applied. Plaster of Paris is some- 
times used in this way : A thick layer is allowed to harden over the um- . 
bilious, and then held in place by the binder. Brandy must be given in 
small doses as a cardiac stimulant. Even if the hemorrhage is checked 
at the umbilicus, it is likely to appear elsewhere, so that any treatment 
avails little. 

(2) Vegetations at the umbilicus frequently appear aft^r the cord has 
desiocateaf and dropped off. They are simply exuberant granulations, 
and are to be treated as such by ripping them off or touching them 
with nitrate of silver ; or they may be tied off. Care must be taken to 
differentiate this condition from an umbilical hernia, which may be 
readily done by its smaller size, appearance, and irreducibility. 

(3) Umbilical Hernia.— Th\^ may appear within the first few weeks 
of life, but usually not until later. 

The treatment consists in the reduction of the tumor, and the applica- 
tion over the opening of a moderate-sized wooden button^ Iv^Vi \w>5j^^i& 
by two strips of adhesive plaster crossed \u lYi^ eeuVt^. 
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What is Icterus neonatorum 7 

It U a yellow discoloration of the skin. 

Caiucs. — DuodenitiB, congenital mftlfoiiiia.tiun or obliteration of the 
bile-ducta, hereditary syphilis, and changes in the blood not well under- 
stood. It generally appears on the second or third day, and disappears 
within a week or ten days in the vast majority of cases. 

Afi a rule no treatment is required. If evidences of syijliilis are pres- 
ent, Chismusl be treated, and inflanamatory conditions of tneduodenuni — 
which must be extremely rare — require treatment. 

What are the causes and symptoms of tetanus in the newborn 7 
Bad hyeienic surroundings and exposure towet orcold are the fi^quent 
causes. The disease generally begins during the first week of life, and 
maj' bo, usually' is, preceded by no premonitory symptoms. The first thing 
noticed is an inabUity to nurse, and upon examination a rigidity of the 
muscles of the jaw is found. This extends over the body until all or 
nearly, all the voluntary muscles become involved. Opisthotonos is 
generally developed, and respiration so interfered with that cyanosis re- 
sults. There are periods when some relaxation occurs and the symp- 
toms improve. Deglutition is so painful and difficult that, even though 
food is put into the mouth, the infant cannot swallow. Exhaustion and 
emaciation progress rapidly, and death follows in a short time. 

Is there &ay treatment for the disease? 

Manv remedies have been used, but none with any great sucoesa. 
Chloral, the bromides, or opium for controlhng the spasms may all be 
tried. They may be given by the rectum if the child cannot swallow. 
Brandy to combat the exhaustion is indicated from the beginning. This 
is an extremely rare disease now, though some years ago it was verycom- 

Hov may septic infection enter the child's system 7 

Generally through the umbilicus from inflammations and ulcerations 
here, or through the umbilical vein, (hough ciiaea are recorded where the 
infections must have occurred through sores and injuries over other por- 
tions of the body. 



INDEX. 



A. 


Cord, diseases of, 83 


preBuaiicy. 59, 60 


Corpns Inteam, 36 
Craniotomy, 161, 183 


Abortion, «t 


Cyanosis, cangeoitsl, 164 


methods. 147. 148 




Abscess of bre««t.i7B, 179 


D. 


After-pains, B4 
Albuminurift. 52 

canrse, treatment, und B7inptoma, E3 
Allan Wis, 29 
Amnion, 30 

hTdramnlou, 63 


DuApitatiiig, lli3 
DeciduB, diaeosea of, 61 
Diaiuetera of fiBta! aknll. 33 


Dlfliiiult brei^ch pregeiilBtioufl, 107, 108 


Diaplftcementa of the uterus, 51 

Varieties of, 51, Sa 
Dystocia, f<etal, 133 


Anasthesin, HB 
AiialKeaia, 89 


Artilioiivl rGspiratioii, 183 






B. 




Eclampsia, 54 


B. 




BallotUment, 41 


treatment 55 W 

E ul o u .-■nt*, 161 


Breasts, 22, 178 


abec«w of. 178, 179 




drying, 191 


cephalotr t If 




ran oelas IB2 


C. 


perforator 161 


OeBareBD section, 164, IBS 


F phnIoi.'<>l 134 


moditlc&tioiiB of, 167 


Epi blast, 28 




Episiotomy, 03 


Care of in&nt, 9B 


Ether, 91 


Chlaial, 90 


Evisceration, 164 


ChloTofonn, 90 




CUorion, 30 


F. 


dUeases of, «3 




villi, 30 


Fnl«o pains, 75 


Complex preapntatiuiis, 113 


fwundBlioii.aa 


CoDCoptioii, ati 


Fillet, m 


Congenital cyanoaia, 184 


Fretal dystocia, 133 


Conjunctivitia, 184 


head. 32 


Contnct«d pelvia. See Mt!i>, am- 


heart-aounds, 41 


tradtil. 





188 



INDEX. 



Fcetus, attitude of, in utero, 35 
circulation of, 34 

changes at birth, 35 
death of, in utero, 45 
description of, 31 
diseases of, 61, 64 
extraction of, 155 
moles, 65 

false, 65 

true, 65 
nutrition of, in utero, 34 
respiration of, in utero, 34' 
secretions of, in utero, 34 
Forceps, 155 
application of, 156 
in breech cases, 160 
in face cases, 160 
indications for, 156 
operations, dangers of, 161 

high, 156, 160 

low, 156 
powers of, 155 
removal of, 159 
Funic souffle, 42 
Funis, prolapse of, 114 

diagnosis, 115 

treatment, 115 

G. 

Generation, organs of, 18, 19 
Graafian follicles, 23, 24 

H. 

Heemorrhages during labor, 135 
post-partum, 135 

causes, 136 

symptoms, 136 

treatment, 137 
Hour-glass contraction of the uterus, 

119 
Hydramnion, 63 
Hydrocephalus, 134 
Hypoblast, 28 

I. 

Icterus neonatorum, 186 
Infant, care of, 96 
Infection, puerperal, 169 
Infusion, 169 
Insanity, 176 
causes of, 176 



Insanity, prognosis, 177 
symptoms of, 176 
treatment, 177 
varieties of, 176 

Li. 

Labor, 74 

accidents during, 143-145 

causes and treatment, 119-123 

definition, 74 

duration, 77 

false pains, 75 

first stage, 76 

induction of, methods, 147, 148 

management, 84-89 

obstructed, 119 

precipitate, 118 

protracted, 116 
management of, 117, 118 

second stage, 76 

stages, 75 

symptoms, 75 

third stage, 77 

uterine contractions, 74 
Labors, unnatural, 97 
Laparo-elytrotomy, 167 

M. 

Malformations of the pelvis. 123-129 
Mammary abscess, 178, 179 
Mastitis, 178, 184 

causes, 179 

symptoms, 179 

treatment, 180 

varieties, 178 
Mechanism in vertex cases, 78-81 
Menopause, 24 
Menstruation, 24, 25 
Mesoblast, 28 
Miscarriage, 66 

diagnosis, 67, 68 

symptoms, 67 
Missed labor, 60 
Moles, 65 
Monstrosities, 134 

N. 

Naegele's pelvis, 128 
Nipples, 178 

iiguries to, 178 

soreness of, 178 



INDEX. 



189 



Nubility, 24 
Nursing, 183 



O. 



Ophthalmia, 184 
Osteomalacic pelvis, 127 
Ovulation, 24, 25 
Ovum, development of, 28 

diseases of, 61 

impregnated, 27 

P. 

Pelvis, 20 
alterations of, in pregnancy, 21 
contracted, diagnosis, 129 
•ettects on pregnancy, 130 
mechanism, 130 
prognosis, 130 
treatment, 131 
malformations of, 123-129 
planes of, 21 
Perineum, lacerations of, 91 

management, 92 
Phenomena of pregnancy, 36 
changes in the pelvis, 36-39 
changes in the soft parts, 36-39 
Phlegmasia alba dolens, 175 
Placenta, 30 
diseases of, 62 
prsevia, 71 
causes, 72 
diagnosis, 73 
prognosis, 72 
symptoms, 72 
treatment, 73 
Plural births, 132 
Position, 78 

mechanism, vertex cases, 78-81 
Post-partum heemorrhage, 135 
Pregnancy, differential diagnosis, 44, 
45 
diseases occurring with, 56, 57 
disorders of, 46-50 
duration, 43 
extra-uterine, 57 

varieties of, 57-59 
liaBmorrhages in, 69 
causes, 70 
treatment, 71 
hygiene of, 46 
method of examination, 43 
multiple, 60 



Pregnancy, phenomena of, 36 

symptoms and diagnosis, 39-43 
Premature labor, 69 
induction of, 146 
Presentation, 78 
breech, diagnosis, 83 
vertex, diagnosis, 83, 84 
Presentations, complex, 113 
difficult breech, 107, 108 
varieties of. See Unnatural labors. 
Prolapse of the funis, 114 
Ptyalism, 49 
Puerperal infection, 169 
occurrence, 170 
poison of, 170 
prognosis, 173 
symptoms, 171, 172 
treatment, 173, 174 
varieties of, 170, 171 
state, 93-96 
thrombosis, 144 



Quickening, 41 



Q. 



B. 



Rachitic pelvis. 126 
Respiration, artificial, 182 

S. 

Septic infection, entrance into system, 

186 
Sore nipples, 178 
Spina bifida, 183 
Spondylolisthesis, 129 
Spondylozemia, 129 
Spontaneous evolution. 111 

version. 111 
Sterility, 26 

female, 27 

male, 26 
Sudden death, 144 
Superfecundation, 61 
Superfoetation, 61 
Symphysiotomy, 168 

T. 

Tetanus, 186 

Thrombosis, puerperal, 144 
Transfusion, 168 
Tubal pief^\i%\v!c^ , ^ 
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INDEX. 



u. 

Umbilical cord, 31 

vesicle, 28 
Umbilicus, accidents to, 185 
Unnatural labors, 97 

face presentations, 97-100 
pelvic presentations, 101-104, 107 
diagnosis, 104, 105 
management, 105, 106 
persistent occ.-post. i>ositions, 97 
trunk presentations, 109-113 
Uterine contractions, 40, 74 

souffle, 42 
Uterus, displacements of, 51 
hour-glass contraction of, 119 
inversion of, 139 



Uterus, inversion of, diagnosis, 140 
treatment, 140 
rupture of, 141 
causes, 141 
diagnosis, 142 
symptoms, 142 
treatment, 142 

V. 

Viability, 146 
Vectis, 161 
Vemix caseosa, 32 
Version, 148 

dangers, 155 

methods, 149-154 

varieties, 148 
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Hoblyn's Medical Dictionary. 

A Dictionary of the Terms Used in Medicine and 
the Collateial Sciences, liy Kichakh D. Huiilvk, M. D. Bensed, 
with numerous aiidiiionB, by Isaac Hays, M. D., late etiiior of Thr Amrr- 
iean Joamal of the Meiieal Scieneet. In one large royal 12mo. volnme of 
G2j doub1e-<^alumiied pages. Clotli, $1.00 ; leather, (S.OO. 

Foster's Physiology— New (Fiftli) Edition. I 

Text-Book of Physiology. By Muhael Foster, M. a^ 
F. R. S., Preleclor in Physiology and Fellow of Trinity Collt^e, Cambridge, 
England. New (lifth) and eolarged American from the fillh aud revised 
I'^agUab edition, with notes aod additiona. lu one handsome octavo vol- 
ume of 1072 pages, with 282 Uluafirations. Cloth, fl.50 ; leather, $6.50. 
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Gtaapman's Fliyslology. 

A Treatise on Human Physiology. By Hxttrt 
Chapman, M. D., I'coteaaor of Institutes of Medicine and Medical Jiu 
piDdence in the Jefferson Medical College of Philadelphia. In ono hand' 
aoinu octavo volume of 925 pages, witli 606 tine engravings. Cloth, $5i50 ; 
leather, $6.50. 

Dalton's Fliyslology— Seventli Edition. 

A Treatise on Human Physiology. Desigue<l fbr the 
use of S(udi?nt,s and I'ractitionors oJ' Medicine. Ry JoiiN C. Daltobt, 
M. D., Prolcasor of I'hyaiology iu the College of Phyaii'iaus and Surgconi, 
New York, etc. Seventh edition, thorouf^ily revised and rewritten. In 
one very handsome octavo volume of 722 pages, with 252 beantiful engrav- 
ings on wood. Cloth, $5.00 ; leather, $6.00. 

From (be fint ippeannce of Ibe book It , la quoted tij otber wrilen on phniOlagT. 
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Draper's Medical Physics. 



Medical Physics, A. Test-book fnr Studenta and Practi- 
tionera oF Medicine. By JoH.v C. Dkapeb. M. D., LL. D., ProfesBor of 
Chemistry in the Univereity of tlio City of New York. In one octavo vol- 
ume of 734 pages, with 376 woodciita, mostly origionl. Cloth, $i 00. 



Simon's Chemistry— Tliird Edition. 



Manual of Chemistry. A Gnide to Lectnres and Labora- 
tory work for Eegiuaora in Chemistry. A Teit-hook, specially adapted 
for Students of Pharmacy and Medicine. By W. SiiroN, Pk. D., M. D,, 
Professor of Chemistry and Toiioologj in the College of Pbyslciana and 
Surgeoni, Baltimore, and Profenaor of ChemiHtry in Uie Maryland College 
of Pharmacy. New (third) edition. In one Svo. volnme of 4T7 pages, 
with 44 woodcnts and 7 colored plates illuatratiug 56 of the most impor- 
tant chemicul t«sts. Cloth, (3,3S. 
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Fownes' Chemistry— Twelfth Edition. 

A Manual of Elementary Chemistry ; Theoretical and 
Practical. Embodying Watts' Physical and Inorganic Chemiitrs. By 
Obokgb Fownes. Ph. D. New American, from Ihe twelfth English edi- 
tion. In one large royal 12mo. volnme of 1061 pages, with IflS illustrft- 
tious on wood and a colored plate. Cloth, $3.75 ; leather, $3.25. 



AttUeld's Chemistry— TweUtli Edition. 

Chemistry, General, Medical and Pharmaceutioal; 
Incloding the Chemistry of the U. S, Pharmaoopa'ia. A Slaiiual of the 
General Principles of the Scieoce, and their Application to Medicine and 
Phirmicy. By John Attfield, M. A., PH.D., F.l.C, F.R.S., Etc., 
Professor of Practical Chemistry to the Pharmaceutical Society of Great 
Britain, ct.% A new American, from the twelilh English edition, specially 
revised by the Aothor lor America. In one haadaow* ^o^'i^. S?i.-«ia. -wS».- 
ome of 782 p.igea, with 83 illustraliona. CVotti, %i:XW^ \e«ICBSK,Vb:«». 
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Bloxam's Chemistry— Fifth Edition. 

Chemistry, Inorganic and Organic. Hj Charles 1. 
Blosam, Prof, of Cliemistry ia King's CuUege, London. New Anjerioan J 
frODi the flflii London edition, thoroughly revised and iniicli imiiroved. In 
one very baudsoiue octAvo vol. of 727 pages, witli 292 illoa. Clotb, 113.00 ; 
leather, $3.00. ^___ 

Remsen's Theoretical Chemistry— New (4th) El 

Principles of Theoretical Chemistry, with apecial lef- 
ereuts to tlje CouBlitiition of Chemical Compounds. Bj Iba Rbmhi^n, 
M. D., Ph. D., Professor of Chemiatrj ia the Jolma Hopkins Univeisily, 
Ilaltimore. Fourth and llioronghly revised edition. In one handsome 
royal 12nio. volume of 335 pagea. Cloth, (*J,00. Justrradg. 



Farrish's Pharmacy— Fifth Edition. 

A Treatise on Pharmacy : Deaigned as a Teit-book for 
the Student, and as a Uuide for the Phyaician and Pharmaceutist. With 
many Formuliu and PrescriptionK. By Edwakii Paubish, lat« Profeaaor 
of the Theory and Practice of Pharmacy in the I'hiladelphia Collie of 
Pharmacy. Fifth edition, thowafihly revii ed, by Thosias S. Wikoand, 
Ph. a. In one haiidaome octavo volume of 1093 pages, ATith 366 illneti*- 
tions. Cloth, ^.00 ; leather, (6.00. 



Stille & Halsch's National Dispensatory— 4th Ed. 

The National Dispensatory. Containing the Nntaral 
HiHtory, Chemistry, Pharmacy, Actiona eud Usea of Meilicinea, including 
those Tecognised ia the Pharmacopuias of the United States, Great Britain 
nud Germany, with numerona refeituces to the French Codex. By 
Alfred Stille, M. D., LL. D., Professor Emeritna of the Theory and 
Practioe of medicine and of Clinical Medicine in the University of Fenn- 
aylvanio, and JotiH M. Maibch, Phah. D., Professor of Materia Afcdlra 
and Botany in Phih«lelphia College of Pharmacy, Secretary to the Amer- 
ican Pharmaceutical Aasouiation. Foarth edition revised, and covering 
the new Britinh Pbarmacopieia. In one magnificent imperial ocbavo vol- 
ume of 1794 [wgea, vtith 3U elaborate engravinga. Price in cloth, |7.25; 
leather, raised handa, J8.00 ; half liuaaia, J9.00. *,• Viii work wiU b* 
fumiihed ailh Paltnt Beady Ee/erence Tkamb-Ulier Index for (1.00 in addt- 
lion lo lAeprice in anjr 0/ the above styles of binding. 

We (hiDi it ■ mattur for oocKntulsUoa I uelthur Llie ptaviLiilan dot thn phormuiit 
tlmttho prorenlonot medlcias und Ibat of cui da wllhuut tbn Iiiut leit-bookt on 
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Maiscb's Materia Medlca— New (5th) Ed. Just Ready. 

A MaDual of Organic Materia Medica; Being a Guide 
to Materia Medica of the Vegetable and Animal Kiagdoma. For I'je nso 
of Stadenta, Druggiata, Pbannacista and Phyaiciaas. By JonH M. 
Uaisch, PiiAB, D,, Prof«asor of Materia Medica and Botaa; in the Pbil- 
■delphia College orPharraaey. New (tilth) edition, thoroughly reviaed. 
In one very handsome 1'2qio. volume or544 pages, witk 370 eugrayinga. 
Cloth, 53.00. Jutt reads. 



Hare's Practical Tlierapentlcs— Second Edition. 

A Text-Book of Fraotical Therapeutics; With 
Eapedal Reference to the Application of Remedial Meaaarea to DiBease 
»nd their Employment upon a liational Basis. By Hodart AMoky 
Hake, B. Sc, M. D., Profeaaor of Materia Medica and Therapeutics in 
the Jefferson Medical College of Philadelphia ; Secretary of the Conven- 
tion for the Revision of the United Btatea Pharmacop(tia of 1890. With 
special chapters by Dils. G. E. Dk Schweikitz, Eim-ABit Maktin, J. 
Howard Reeves and Babtos C. Hirkt. New (2d) aud revised edition. 
In one handsome octavo toI. of G50 pages. Cloth, (3.75 ; leather, $4.75. 
Id alpbabetical order. 
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Brnnton's Therapeutics and fflat. Med.— 3d Ed. 

A Text-Book of Pharmacology, Therapeutics and 
Kateria Uedica ; laclading the Pharmacy, the Phyaiological Action 
and Therapeutical Uses of Drngs, By T. Laiuke Bbl'mon, M. D., 
D. Sc., F. U S., F. li. C. P., Lecturer on Materia Medica and Therapeutic* 
•t St. Bartholomew's Hoapilal, London, etc- Adnpled to the U. S. Phar- 
Iiiaeopa?ia by Frakcis U. Williams, M. D , of Harvard University 
Medical School. Third edition. Octavo, 1305 pagoa, 330 illoatratioaa. 
Cloth, (5.50; leather, (6.50. 
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Prnclite of itUbUinc. 

Lyman's Practice— Just Ready. 

The Principles and Fraotioe of Medicine. For the 

Use of Medical Studeuts and Praclitionera. By Henry M. I-yman, M. D , 
Professor of the FriuciplcB and Practice of Mediciae, KaBb Kledioal Col- 
lege, Chicago. In one xery handsome octavo volame of 925 pages, with 
170 iUuatrations. Cloth, $4.TS; abeej), $5.75. Just Teady, 

The author has niidertnben to ]>resoDt ia tidi volume not only the 
Tfflulta of his long experience aa a prautitioner and teacher, but to m^e it 
Tepresentative o( the latest slate uf kaon-ledge in its de|>artinent. The 
work is assured of wide use as an unsurpassed guide for the student and 
likewise for th« practilioner. 

Flint's Practice— Sixth Edition. 

A Treatise on the Principles and Practice of Med- 
icine. Designed for the use of Students and Practitioners of Medicine. 
By AUSTIM FtlNT, M. D., LL, D., Professor of the Principles and Prac- 
tice of Medicine and of Clinical Medicine in Bellevue Hospital Medical 
CoUsKe, New York. Sixth edition, thomughly revised and rewiitlen 
by the Author, assisted hy William H. Wei.c-ii, M. D , Professor 
of Pathology, Johns Hopkins University, Baltimore, and ArsTlN Flint, 
,Ib., M. D,, LL. D,, Professor of Physiology, Bellevue Hospital Medical 
College, New York. In one very handsome octavo volame of 1160 xuiges, 
with illustrations. Cloth, |5.5U; leather, (6.50. 
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Hartshorne's Essentials— Fiftb Edition. 

Essentials of the Principles and Practice of Medi- 
cine. A Handbook for Students and Practitioners. By Hbnbv Harts- 
BOBNR, M. D., LL. D., lately Profeasor of Hygiene in the Uuivvtiiity of 
Pennsylvania, Fifth edition, ttiotoughty revised and rewritten. In one 
royal 12mo. volnmo of e(J9 i>ages, with 144 iUustrationi. Cluth, |2.T5; 
half bound, $3.00. 
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JJrottiic of JKc&itiiic, Ijistotogn, IJnlljologii. 

Fotbergill's Handbook ol Treatment— 3d Edition. 

Tha Practitioner's Handbook of Treatment; Ot. the 
Principles of Therapeutiea. By J.M. FimismiiLL, M.D., Edin , M.K.C.I'., 
LoND., PbjalciaQ to the City of Lotidau Hospital fur Diseases of tiie Cheat. 
Third edition. In one 8ro. vol. of GUI pages. Cloth, $3.75 ; leathei, $4.75. 



Flint's Auscnitatfon and Percussion— Fifth Edition. 

A Manual of Auscultation and Peroussion ; Of the 
Physical DiagnosiH of Diseases of the Lungs and Heart, and of Thoradc 
Aneurism. By Austen Flint, M. D., LL. D., Professor of the Priueiplea 
and Practiceof Medicine in BellevtieHospitiil Medical College, N.Y. Fil'th 
edition. Edited by James C. Wilson, M. D., Lecturer on Physical Diag- 
nosis in the JeSeison Medical College, Philadelphia. In one handsome 
royal ISmo. volome of 374 pages, with 12 illustrations. Cloth, (1.75. 
This lUlle book thtiiUBh iU yirlous rfl- ncn of Prnf. Flint's inveillgatioD 
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Gibbes* Histology and Pathology. 

Practical Pathology and Morbid Histology. By 
Hekeage Gibbes, M. D., Professor of Pathology in the University of 
Michigan, Medical Departoient. In one very hnndsome octavo volnme of 
314 pages, with 69 illostrations, mostly photograpljic. Cloth, $2.75. 

TlilBls,inrart, HnexnsnsioDDr tlie llltle | aanthe book leBvei little to be deeiied. ThB 
work publithed by tbe »iitbor some yean Tork 1b throughout proruwly J11uitrs<.d 
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Green's Pathology and Morbid Anatomy— 7th Ed. 

Pathology and Morbid Anatomy. ByT. Henby Green, 
H. D., Lecturer on Pathology and Morbid Anatomy at Charing-Cross Hob- 
pital MedicBkl School, Ixtndoa. Sixth American from the seventh revised 
English edition. Octavo, 539 pages, with 167 engravings. Cloth, f2.75. 
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Payne's General Pathology. 



A Manual of General Pathology. Designed as anlntm- 
dnction to tlia Prattice of MediciDe. By Joseph F. Payjjb, M. D., 
F. 11. C. P., Senior Aaststatit Pbyaiciaa and Lectarer on Putbologiiu 
Anatomy, 81. Thomas' iloapititl, Luudon. Octavo of 6^4 pages, with 153 
illoatratioiis and a colored plate. Clotli, (3.50. 
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■ - tnlnij ■■oribod to Mtbugenetlc mici 
' Iq lUi dc^rtment lie bu been leri 



especial use irh»i we do Dot bealtste to nj 
' ibo beat introduction to i^neral patbolug- 






Ukeo ii Ihegrenlef l«»lonowoi 



__.. _ji In iba lecbnlque uf inTeitintlon. 
TbeApp«Ddli, BlilncDietboda at nnHroh, 
'' -' "■ lbs price of tbel»Dl[,M<ienu 



iilMntlon pBid to tho cBuaalion o( diseoM, times over, to ftrr iludent of pathologr-— 
nod rnoiB especial] :i lo tbe etloluelcsl fucioTi m.Lauii Mti. uiid SurgiaiLJeiir; 3ut. liw. 

Klein's Histology— Fonrtli Edition. 

Elements of Histology. By E. Ki.kin, M. D., P. R. 
Joint Lecturer on General Anatomy and Physiology in the Medical School 
of St. Bartholomew's Hospital, London, Poarth edition. In one 12ino. 

volume of 3T() gxtges, with 191 illaHtiutious. Limp Cloth, (1.75. See Stth 
denli' Seriet of Manuali, page HO. 

Abbott's Bacteriology. 

The Principlea of Bacteriology: a Practical Manual ftr 
Students and Physiciana. By A. C. Ahboti, M. D., First Asaistant, Lab- 
oratory of Hygiene, Univeisity of Pennsylvania, Philadelphia. In ooa 
12mo. Yolumeof 259 pages, with 32 iilostiationH. Cloth, f2.00. Just readjf. 
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Senn's Snrglcal Bacteriology— Second Edition. 

SiiTKioal Bacteriology, By Nicholas Bess, M. D.,1 

Ph. D.. Professor of Surgery in Boah Medical College, Chicago. N««fl 
(second) edition. In one handaome octavo of 26S paffis, with 13 platM, otM 
which 10 are colored, and i) engravings. Cloth, 13.00. 



Coats' Patbology. 



A Treatise on Pathology. By Johbph Coais, ] 
F. F. P. 8., Pathologist to the Glasgow Western Inflrmary. In out 
bandaome octavo volnme of 829 pages, with 3J9 beaatifnl illnatratit 
CJirtli, fS.50; leather, J6.B0. 



Nerootie nnt) ^Imlol CDigciiscs, Snrgerji. 

Gray on Nervous and Mental Diseases. 

A Practical Treatise on Nervous and Mental Dis- 
eases. By Landon Cahieb Ouay, M. D.. Proi'ossor of Difeases of the 
Mind and Nervous System iu the New York Polyclinic. Skorlls. 
'T'HIS work ia devoted purely to the practical aspects of nervous and mental 
■*- dtseasea, especml care being taken to present tlie fuDdamental kaowledge 
essentia! to a grasp of its subjects and to oust ovtirj^thing in the clearest possible 
farm. The Beriea of illustrations are rjoh and anique, embracing a large Dum- 
ber of photographic engravings of eic«ptional vividness and interest. By the 
employment of a, style at once eonciue and clear, and by oareAiI arrtmgeiueQt, 
the author is enabled to iool ode an ei position of a vast and important subject 
ID a. condensed and convenient form. It will be an admirable work for Ibe 
stadent as well as for the practitioner. 



Ross on Nervous Diseases. 

A Handbook on Diseaaea of the Nervous System. 
By Jajies Boss, M, D.. P. K. C. P., LL. D., Senior Aaaistant PhyBician to 
the Manchester ICoyal InGrmary. In one octavo volume of T25 pages, nitb 
184 iUustr&tiDtis. Cloth, (4.60; leather, $5.50. 
This sdminble work Is tntenda! for > hlgheat pralie, and will no dnubt be founil 
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Roberts' Modem Surgery. 



The Prineiplea and Practice of Modem Surgery. 

For the nse of Stadeuts and Practitioners of Medicine and Sargeiy. By 
John B. Roberts, M. D., Professor of Anatomy a.nd Surgery in the Phila- 
delphia Polyclinic ; Professor of the Principles and Practice of Surgery in 
the Woman's Medical College of Pennsylvania; Lecturer in Anatomy in 
the University of Pennsylvania. In one very handsome octavo volume of 
780 pages, with 501 illustrations. Goth, f 4.50 ; leather, f5.5'\ 
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Ericlisen's Surgery— Eighth Edition. 

The Science and Art of Surgery ; Being a Treatise on 
Surgical Injnriea, Diseasesand Operations. Jly John E. Ehichskn, F.R.8,, 
F. K. C. S., Professor of Burgery in University College, London, etc. From 
the eighth and enlarged English edition. In two large 8td. volumes of 23I(i 
poges, with 984 engravings on wood, CtoXVi, ^ft.Wi ■,\%«,'Ct«-5,ViN-'^ 




Sntgcrs. 

I^nrst's Snrgery— Fifth Edition. 

The Principles and Practice of Surgery. By Johs ' 
AsHIirraT, Je,, M. D,, Barton Professor of Surgery aud Clinical Surgery ! 
iu the Univeraitynf Penn'tt; Surgeon to the Penn'a JJoapital, Phila. Fifth ' 
edition, enlarged and thorongbly revised. Ju one large and handaotuA ' 
octavo TOln me of 1144 pages, with 612 UIds. Cloth, $6,(>U; leather, fT.UO. 
A Gompleta and most nc^elleiil vork on tjeiy ■dTioca la eurgcr; vanb Dating i» 
■urgnry. lUaonly neceaairy loeiimlne it to bn [ouod in ila proper plioe. Itls un- 
lo we U oncslta eicelleace Hud reil merit qaeBtloDibiT tb« be>l and mofl compltrls 
etttiar at tvil-book fur tha tiudent or a idagle lolume on lunnrT, [n the Eniillih 

guldA for th" iTHniir^l nm-MHilniiT It R] lip Unuiiaarx anri pflnnnl fint «w-' — -■ — ---^ 

coD*ldan li 



guld« for Uw gsncnl prmclitioner. Itfully linguaite, and cann. 

.J.-, [Q Jgtall eyftj mrgical iajuri; linuscJ uppnidailon whltli iii merlUi luitlr 

n to irblob Iha bodf & liable, and d<inind.~£Mi<A<ni iYiuHfieiMr, fab. im 



Drnitt's IHodem Snrgery. 

Manual of Modern Surgery. By Roheet Drcitt, 
M. R. C. S,, etc. Tvviilfth eiiition, tlioronRhly revised by Stasi.ey Botd, 
M. B., B. 8., F, R. C. 8, In one 8vo. volume of yOS pages, with 373 illua- { 
iiations. Cloth, $4.00; leather, $5,110. ' 



Bryant's Snrgery— Fonrth Edition. 



The Practice of Surgery. By Tromas Eutant, F.R.C.S, 
Stugeon and Lecturer on Surgery at Guy's Hospital, London. Fonrtb 
American from the fourth and revised English edition. In one large and 
very huudsorae imperial octavo volnme of 1040 pages, with 727 iUugtra- 
tioua. Cloth, $6.50 ; leather, $7.50. 

Wbarton's Minor Snrgery and Bandaging. 

llLDor Surgery and Bandaging. By henky R.Whab- ( 
T0\', M.D., Demonstrator of Surgery aud Lei^tiirer on Sorgical Diseases of 
Cbildtea in ilie University of Peuua. In one very handsome 12mo. voltune 
of 498 pp., with 403 engravings, many heing photographic Cloth, $3.00. 
-e described la delail. Ueoce IbU 
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Holmes' Treatise on Snrgery. 

A Treatiflo on Surgery ; Its Principles and Fraotioe. 
By Timothy Holmes, M. A., Surgeon and Lecturer on Surgery at 8t, 
George's Hospital, Loudon. From the flnh Fnglish edition, edited by T. 
PrCKKRiNO Pick, F. H. C 8. In one octavo volume of 997 pages, with 438 
IJloMtntioDB. Cloth, $6.00; leatbsT, |7.<M. 



SnrgerB. 

Treves* Operative Snrgery. 

A Manual of Operative Surgery. By FfiKnEETCc 
TbeVbs, F. K. C.B., Surgeon and Lectnrer on Anatomy at the Loudon 
Hospital. In two octavo volumra conUining 15"i0 pages, nitli 4'ii origiual 
eognvtngs. Complete work, cloth, f'J.OI) ; leatlier, f 11.00. Jiut ready. 

Wabaie do heBlUtinn lu declurlnglt tlie votthv ordegcrlptina: for IW war in irliich 
but work un the lubjui in ibe Eugllsfa ihsBllUiuarvdllfiEuUiukof cliooingiiaionE 
liDguage, and Indeed la miiDy reipecU Ibebrst orUioiehafbesDHccoinpltitaediaDd 
IhelwiCln anf lingiKgi. W« feel callod for lbeiriDiple,<!l(taT,a[ralghtfurwirdinaiiiiur 
npOD tarecommand ibo buok Buitnitigl}' fur lu whlcb the iaronnitioa Ihus githend 
the eioellgnt judgmcDl displayed In tho from all anrglcEl literature bru becQ cao- 
uAaooi taak of leln^ilDg train aiimng (he veyed (o tbu ieader.~-.dniiu'f oj Sargety, 
' I of vurylDg procedures those moat March, IWL 



Smith's Operative Surgery. 

The Prinaiplea and Practice of Operative Surgery. 

By Stephen Sirrm, M. D., Professor of Clinital Surifory in the University 
of the City of New York. Second and thoroughly revised edition. In one 
very handsome octavo volume of 83'2 po^es, with 1005 illuatnitions. Clotb, 
(4.00; leather, {5.00. 

fK I^ vtadout, a compaDioQ for the aur^ l subject, consult 1(8 pa^ In rain Ita com-. 
BBOn-uid area u a book of referunco for Lhe pactlbrm, excellent [Hint, DDUBroua ill ustcn- 
^irvdan not eapeoiaUT engaged In the tlons, and especiaUv iu dauid^dly practlea) 
SnotiN of mirgerT, Ibis Toluma will long dhnraetar, all eomblne to oommeudll.-Hoi- 
hold ■ tnoBl coitBpicUDUi place, nod wildum | tan itfadfcuf and AtrgrisoJ tfauntaJ, Ua^ 10, 'B3. 



Hamilton on jttactnres and Dislocations. 

A Practical Treatise on Fractures and Dislocations. 

By Feank H, Hamilton, M. D., LL. D., Surgeon to Bellevue Hospital, 
Mew York. New (eighth) edition, revised and edited by Stephen Smith, 
A. M., M. D., Professor of Clinical Surgery in the L'uiveraity of the City of 
New York, In one very handsome octavo volume of 832 pages, with 507 
illnstrationa. Cloth, |5.50; leather, J0.6O. 

It i* pre-euilnenil; the lulliority on frac- I The more one reads tho more one \i im- 
tnrea and dlaloeallona, and UDlverullj preaied with Its complolencs. The WDrk 

eel Ted bi 11a reeent rotlslon make It n work | clearly, conclM^, eieellOBlly well.— Bd«(.« 
Uce,IbeoretJcallr,moc:huiicall)r,uepili;iiIly. | 



Stimson's Operative Snrgery. 



A Manual of Operative Surgery. By Lewis A. Sttmson-, 
B. A.,M. D., Professor of Clinical Snrgery ia the Mediotl Faculty of the 
"University of tlie City of New York. Becoud edition. lutniaiw^'siMA.- 
someroyal 12mo. volumeofaOS pages, Vifb'JVliW'MftwIOtf.Ta, '3>.«v:o„'«gi.'v*s. 



Snrgcrn, (Dpljtlittlmologn, tPtologn. 

Stimson on Fractures and Dislocations. 

A Treatise on Fracturos and DiBlooations. In tna 

hanilsome octavo voluniea. Vol, I., Fhactliues, 582 pages, 360 beanllftdl! 
illnatratioDs, Vol. II., DraLocAIiocs, 640 pages, with 163 illnBtration*, 
Complete work, cloth, ^.50; leather, $7.50. Eitlier volume separately, 
dolh, $3.00 ; leather, f4.00. 
Tbfl ■ppaaranoo ol thn BHUond Tolumo I and Dblocalion!, Ths Tolams on Frmti _ 

n"nlaDof p™p»rlng»«orli which aboinj thsaubjaot, aud tU i:onipan[on on Dliloap 
pmieal In Iha milrat iiiiDneT uU (haC la tluna will nn doubt ba elinllatlir netitti,— 
tu»wu OD tba CDguile Bubjecla of Fractucu I CiacinmM .Vidiml Xiti, May, 1S9S. 



Norrls & Oliver on the Eye— In Press. 

A Text-Book of Ophthalmology. By William 
NoRBis, M. D., Clinical Profeaaor of Ophthalmology in UniVBraity 
Peuuii., and Ckables A. Oi.ivbr, M.D. In one oclavo volume of about 
fOO pages, richly illoHtrated nith engravings and colored platea. In preH. 
TN PREPAHINQ thli Tolnme tho authors have had in view the needs oif 
■*- students, phygicians and Bpecinllsls. Its ooncise and clear style, iti 
completeness and the beautiful series of illustrations will at once render it It 
faTorite wurk with alt classes for whom it is iuteuJed. 



i 



Nettleship's Students' Golde tc the Eye— 5th Ed. 

Dieeaaea of the Eye. By EnwAun NKTTLKsnip, F.R.C.S.,, 
Ophthalmic Surgeon at Sc. Thomas' Hospital, London. Snigeon to tb« 
ICoyal London (MoorCelds) Ophthalmic Hospital. Fourth American from 
the fifth English edition, thoroughly reviaed. 'With a Supplement on tin 
Detection of Color Blindness, by 'William Thomson, M. D., Professor oi 
Ophthalmology in the JeOerson Medical College. In one 13mo. TolnnM 
of 500 pages, with 1G4 illuatiatious, gelectious Ihim Snellen's test-typM 
and fonnulie, and a colored plate. Cloth, $2.00. ^^ 

It wiu priiunrlly Inlmded foi tlia use ol I aciiina lo be auumed In i»m« oF our ] 

Btudanu, and auppliea their deed! adDii> vorka, la not tadloua froni oTerniancIa , 

ably, but Hlaan usflflil (or tlia practitioner, and retcoveralhe more Important wtal 
It doea DDt presoppoK tbe lurgB amount of | ctloical ophtbalmoloBr.— Aiu nrt Mtdlcl 
ncondllt] kuo'lvdge (o b« pronenl which < Journal. Uecembor IS, 139U. 

Burnett on the Ear. 

The Eai ; Its Anatomy, Physiology and DiBeaaea, . 
Practical TreatiEe for the use of Medical Stndenis and Practitioneia. Bj 
Chables E. Buhnett, A.m., M.D., Professor of Otology in the Pbiladefa 
phia Polyclinic ; President of the American Otological Society. Second 
edition. In one handsome octavo volume of 680 pages, with 107 UlnstiM 
tioDS Cloth, (1.00 ; leather, SS.OO. 

Pr, BurnaU bat fully maintained hll rtn- ■ bui.lon la aural surgorj, not onlj 

ulallon,fortbe boolt larepleiowllhTaluable atlti oampreheDsiienoia, but because ItOM 
/ii/iirniiC/oD and «iiKi[«lloni. The reTlalon ; talna the reaulli of tha rarehil pvwia 
Am b«ea mefuVf carried out, and muBh ■, okaetvailou and aipurleuca of this emlr-*^^ 
nair aallur adJiii. Dr. Burnett's work \IAm\>alseo<a<— IigTAiinLiHio«(,Feb.ll,l 
aiual ba n-ganted aa a yerj- i-»Uiablij eontrt- \ 
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Urinars, llencrcnl, Skin. 

Roberts on Urinary Diseases— Fourth Edition. 

A Practical Treatise on Urinary and Benal Diseases, 
inolading Urinary Deposits. By Sm William Robeh-k, H. D., 
Lecturer on Meditioo in the Muucbnter School of Medicine, etc. Fauitb 
American from the foarth Loudon edition, la one handsome ocluvo 
of 609 pages, with SI illostrations. Clotb, $3.50. 

The pcculUriBlueand flDlib of thi book { trealmsnt oriiiinarj di»A3», aud poiwi-eB 
nre in s meaaure deriied tioai iU reiolute a Mmplaleiii-u not foiioil rlsawhets la uur 

, It Is an untlvalled eiposltlon iHtetloos.— 7)le«nncA««r Medk-a! C-hniii- 
cto.Julj, IMS. 



Jackson on the Skhi— Just Ready. 

The Beady-Beferonco Handbook of Skin Diseasea. 

By Gkokoe Thomas Jackson, M. D., Fruftjaaor of Dermfttology, Women's 
Medical CoU^a, New York Inlirmaiy. In one ]2nio. volume of 430 pages 
with 60 illustrations. Clotl), (3.75. Junt read;/. 

Thia volame is devoted to tlie art of dermatology, to tbe iiractiee of tins 
department of medicine in its latest development. No attempt lias been 
made to discnss debatable questions, and pathology and etiology do not 
receive as foil consideration as aymptomat*logy, diagnosis and treatment. 
The alphabetical arrangemeDt of the different diseasea has been adopted as 
conducive t« the greatest possible conienience in use. The pages are 
illnstrated with a liirge number of engravings, many lieing pholographic 
and vivid reproductions of actunl cases. A handsome lithographic fronlis- 
pioce a^lds to the beauty and usefulness of a volume for which a wide recog- 
nition is assured. 

Cnlver & Hayden on Venereal Diseases. 

A Manual of Venereal Diseases. By E tl. Culteb, 
M, D., Pathologist and Asaistant Attending Surgeon, Manhattan Hospital, 
New York, and J. K. Hayden, M. D , Chief of CUnio Venereal Depart- 
ment, Vanderbilt Clinic, College of Physicians and Saigeons, New York. 
InonelSmo. volume of ay9 pages, with SiJ illustrations. Cloth, (1.75. 



Hyde on the Skin— Second Edition. 

A Practical Treatise on Diseases of the Skin. For 

the nae of Students and Piactitioners. By J. Nevins Hyde. A.M., M.D., 
Prof, of Dermatology and Venereal Diseases in Kn«b Med. College, Chicago. 
Second edition. In one handsome ocfavo volume of 676 pages, 3 colored 
plates and 85 beautiful and elaborate illus. Cloth, {4.50 ; leather, (3.50. 
Hiatre«tisei«llt;Bhr 
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©nnerologn. 

Thomas & Hnnd^ on Women— Sixth Edition. 

A Practical Treatise on the Diseases of Women. 

Bv T. GAiU.AHit TnoiiiAB, M. D., LL. D., Emeritus Pioreteor of Biseaacs 
of Women in tlie College of Physicians and Surgeons, New Vork, and 
Paul F. Munde, M. D., Professor of Gynecology in the Kew York Poly- 
clinic. Kew (iixth) edition, tborooghly revised and rewritten by Dz 
Miuid£. In one large bandsome octavo YOlonie of 824 pages, nitb 347 illoa* 
tralions, of which 201 are new. Clolh, 15,00; leather, $6.00. 
frobablj no tieMse crer irrltl«n hy eo I tloii and seholirlr inil sclen 

bten BCCFf tf d bf mora pnctltloDen, u m ird tflkt-boDk both for prHdttlDiier h 

elmiilHrd trit-biiak, or trad with pisuun | dent, >t boms and Bbnwd, aadsD endurlsg 
and prollt by morg medlcmL studeDU than pride (a Atuerlcau gynaculETgiau '™-' 
Thoiuu an Ibe dlWMen of hddisd. TMb I BnoHi/n Jledical Jounul, Manb, ie» 
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Davenport's Non-Snrgical Gynsecology— New Ed. 

Diseases of Womeo, a Manual of Ifon-Surgical 
OynffiCOlogy. Designed especially for the Vie of Stndents and Genenl; 
Practitioners. By F. H. Davenport, M. D., Assistant in Gjntaxlofj Iqi 
the Medical Department of Harvard University, Boston. New [second) 
edition. In one handsome ISmo. volome of 314 pages, with 106 ilhistni- 
tiona. Cloth, |1.T5. Jval ready. 

w pfKtllioncra BTO ni 
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gravar gTnecologlcal lot of eiperience, and bvLog cooclHly uA 
upeTilloDi.buIal] arecompclledlodeal with cleaTlr irruten II conieva a EreaC aiuouBt 

IbemulMtuainouaailmBnlsof women, andlnsfinlonqatlop Jnac ■— "" 

oiuijr ioBUdcei non-surgical meuurea are demand fur Iwoeditii 
preferable, though neglfded by Ihcne whole years con QriiiB lis ub 

rial Bklll hu enlarged IhB ifsia of optra- Brief, Auguit, 18K. 
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Hay on Diseases of Women— Second Edition. 

A Uanual of the DieeoBes of Women. Being a oonciH 
and systeniiilic eiposilion of Ibe theory and pratlica of Gynecology. 
Chaki.Is H. May, M. D,, late Kouse ISurgeou to Moant Sinai HoapItaI| 
New York, Second edition, edited by L. S.Iian, M.D., AtlendiogQ 
agist at tlie Harlem Hospital, N. Y. In one 12mo. volame of 360 pagt^ 
with 31 illustrations. Cloth, $1.75. 

Tbia I> a maanal of gynecolnsy In B van | ser works dolrua lo mi lew the BuUeol, lal 
«OBdenBed thrm, and the fact that a Bfcana he adds ibat It may lie useful to uq bM* 

mitlonbM been called for Indlcal—"-- ••'■•■• 1. _..u„ .. „.<w..i. ,.,. _^ 

iat act wltb a ftivorable reoeptli 
Jnlended, Ibe aatbor iellt us, to aid the bIu- \ aai 
■■*~"w*D after having carenillj peruloaili- \Jiu 




(r^ti5[clri(6. 

Parvin's Obstetrics— Second Edition. 

The Science and Art of Obstetrics. By THKOi'niLUS 
Pabvin, M. D., LL. D., Professor of Obatetrics and tlio Disenaea of Women 
and Children in JelTerson Medical College, Pbila<Ie1phla. Second edition. 
lo one handsome 8vo. volume of 701 pHgee, with 231) engravings and a 
colored plate. Cloth, (4.35 ; leather, tl>.35. 

Tbe ucond rdlLlon or llila wcrli In Cully loit-book ofthe Bnt locilt. The tmtmsnC 
up lo Ifae prsHiit ftslaur adviDiwinent nf ; of thesubJFCt glieia reid islue to ibe wgtfc 
tbe obitPlHi; art. iUnlrln tbarsPEeargb- I — tha Indlildualltlei of ■ praatioil teacher, 
■:ctric litemurB can ut feuni] a work which I a skltrul obaMtrlclan, H clou iblakar and K 
18 10 i.'Oupreh«D!i<i« and jei coni|WFt agd ' rljie Mbolsr.-rJfal'Ml JSwonf, Jan. IT, IBHI. 
pracllcaL loaucb reepBtHtiiBumnttallra ; 



Playfair's Hidwiiery— Seventh Edition. 

A Treatise on the Science and Practice of Hid- 
Wifary. By W. S. Playpaib, M. D,, I'. H. 0. P., Profeasor of Obstetric 
Medicine iu King's College, London, etc. Fifth American, from the 
Beventh fjiglish edition. Edited, with additions, by IIohert P. Uabris, 
M. D. Id one handaome octavo volume of StU pages, with 207 engravings 
and 6 ptates. Cloth, (4.00 ; leather, fS.OO. 
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King's Obstetrics— New Edition. Just Ready. 

A Manual of Obstetrics. By A. F. A. King, M. D., Pro- 
fessor of Ohstetrics and Dieeases of Women iu the Medical Department of 
the Colnmbian Univeraity, Waabington, D. C, and in the Oniveraity of 
Vormont, etc Netr (Fifth) edition. In one 12mo. volume of 450 pages, 
with ISO illustrations. Clolh, 12.50. Just reads 
A notice of the previous edition is appended. 

Dr.Klng, in the jintirv to the flret edition | lalna much vatoable obstetric knowledge, 



diseases ot (Cl|ili)rcn. illc£iutil JFiicisiiriiiicnic, periobiials. 

Smith on Children— Seventh Edition. 

A Treatise on the Diseases of Infancy and Child- 
hood. By J. Lewis SMirH, M. D., Clinical Frofesaor of Diaeaaes of 
Children in the Bellevae Hospital Medical College, N. Y. New (aeyeotb) 
edition, Ihoroughl; revised aod rewrltteu. In one handgoroe octavo vol- 
□me of 381 pages, wllh 61 illastiations. Cloth, {4.50; leather, 15.50. 

" " ■ ■ ■ cflwith thaprogreBBofthf Umm. 

iLi forHtdoit as lit Amerieui MxU 




Taylor's Medical Jorispradence— New Edition. 

A Manual of Medical Jurieprudence. By Alfred S. 

Taylor, M. IJ., Lecturer od Medical Jurisprudence and CIiemiBtry in 
Gny's Hospital, London. New American from the twellth Eualiah edi- 
tion. Thoroughly reviaed hy Clark Belt,, Ewj , of the New York Bar. 
In one large octavo volume of about WflO pages, witli iUaatratious. Shortly. 



Subscription Prioe Reouoeo to $4.00 Per Annum. 

THE MEblCflL NEWS. 

That The News fiilflls the wanta of men iu active practice is made 
clear by the steady growth of its suhscription list. This increiise of rejiders 
bus rendered possible a redaction in the price of The Nrws to Pour 
Dollars per year, so that it is now by far the cheapest as well as the 
beat large weekly journal published in America. 

Inn word Tub MfiriicAL News is a crisp, fresh, weekly newspaper 
and 03 snch occnpios a well-marked sphere of uaefulneaa, distinct and com- 
plementary to the ideal monthly magazine, THE American JoVEKALor 
THE Medical Sciences. 

TJe AmBPican Jouml of the BJediGal ^ciencs^, 

Published Monthly, at $4.00. Per Annum. 
Being the medium chosen by the beat minds of the profession during 
tbis period for the presentation of their ablest papers. The American 
Journal hna well p.imed the praise fl«»rded it by »u nnqneationed 
anthority— " from this Ille alone, were all other pnbl illations of the press 
lor the lost Gfiy years destroyed, it woalil be possilile to reproduce the 
gte»t aqjority of the real contributions of ibe world to medical science 
lioiiogthat period." ■ 
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